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PROTECTIVE FOODS IN WINTER 


A During the winter months it is specially important that a well-balanced  """" 


diet containing a good supply of vitamins should be provided to give added 
protection against infection. 


Marmite is a. useful protective food, which provides the essential 
vitamins of the B, complex in a palatable form. An appetising hot drink can 
be made Y stirring a teaspoonful of Marmite into a cupful of boiling water 
or hot milk. 


A special clinic pack of Marmite in 4-oz. tins is available for re-sale at 
welfare centres; literature for distribution to mothers attending these 
centres is available free on request. 


MARMITE 


yeast extract 
contains 
RIBOFLAVIN (vitamin B,) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz. 


PH 5401 THE MARMITE FOOD EXTRACT CO., LTD., 35, SEETHING LANE, LONDON, E.C.3, 


Throughout the Country | 
FAILING LACTATION 

a continues to be replaced by 

SUCCESSFUL BREASTFEEDING 

oF with the aid of 


THE GALACTAGOGUE 
Samples for clinical trial and specially reduced prices from Infant Welfare Dept., Lactagol Ltd., Mitcham 
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tit a tit should be said % have 9 


How very interesting if babies were similarly endowed! 
We could then feed each life on a different food and 
compare results. 

We are confident that, if this test could be made, 
Cow and Gate would justify our belief that there is no 
finer Infant Milk Food obtainable. , 

As a baby has only one, very precious, life, how important 
it is to prescribe the best food from the beginning! 

For the normal healthy child, our Half Cream, Full Cream 
and Humanised Milk Foods need no advertisement, 
Here are 9 of our Milk Foods for special dietary. 


FRAILAC 


for the Premature Infant 


SPRULAC 


for Coeliac disease and Sprue 


HEMOLAC 


for Microcytic Anaemia of Infancy 


HALF CREAM LACIDAC 


for Infectious Fevers and Enteritis 


SEPARATED LACIDAC 


for Gastro-enteritis and Fat Intolerance 


ALLERGILAC 
for Infantile Eczema and Milk Allergy 


PRENATALAC 


for Expectant and Nursing Mothers 


BRESTOL 

(a fat emulsion with added dextrose and orange juice) 
for Marasmus and Milk Modification 

PEPTALAC Full details of all our products with analyses and 

(containing pre-digested protein) indications for use are given in our Medical 
for Duodenal Ulcers, Convalescents Handbook obtainable from the Medical & Research 
and Pre- and post-operation diets Dept., Cow & Gate, Guildford, on request. 


COW & GATE MILK FOODS 


Guildford Surrey 
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DOCTORS, NURSES 
AND 


WEETAGIA 


You are invited to write for a 


back absent appetites 6 Biscuit packet of Weetabix for 


sampling purposes. It will be gladly 
sent free of charge, together with a 


It’s an exceptional child, however apathetic about meals, that can resist the useful recipe booklet. 


Weetabix Ltd., Dept. R456, Burton 


light, inviting crispness of golden Weetabix. For old people too, as well Latimer, Nr. Kettering, Northants. 


as convalescents, Weetabix helps to bring back absent appetites and build 
up strength and energy. Weetabix is full of natural goodness — made from 
whole wheat, scientifically cooked . . . sweetened with sugar . . . enriched 
with malt... it is rolled wafer-thin, moulded into feather-light biscuits 
and toasted to perfection. Ready for immediate use in many delicious 


ways, Weetabix makes nourishment easy to give and tempting to take. 


fleetabix 
W 


The whole wheat cereal-more than a breakfast food 


WEETABIX LIMITED - BURTON LATIMER - NR. KETTERING - NORTHANTS 
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-RE-STYLED PAGK 
tells both sides 


of the Farex story 


Quickly, clearly, the bright new carton 
shows that Farex not only takes baby smoothly onto solids, but provides 
the balanced nourishment so necessary for fast-growing youngsters, 
invalids and convalescents. For busy folk, too, Farex meets 


the need for a light, ‘square’ meal—simply prepared. 


I mproved tab inciudes extea vitamins and protein 


Farex is more nutritious and better balanced than ever. To the wholesome blend of three 
cereals, minerals and vitamin D has been added protein-rich separated milk powder 
plus vitamins B, and B,. These extra vitamins—so necessary for growth, appetite and 
carbohydrate metabolism—are present in amounts that meet a high proportion of a 


child’s daily needs. And the price of improved Farex? Not a penny more ! 


In 10-0z. cartons. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 Nef 
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COUNCIL MEETING 


The first Meeting of the Council of the Society for the 
Session 1954-5 was held on Friday, November 26th, when 
38 members were present, and the Chair was taken for the 
first time by the new Chairman of Council, Dr. C. Metcalfe 
Brown. After receiving apologies for absence he welcomed 
the following new members of Council who were present 
at a meeting for the first time: Drs. F. W. Campbell 
Brown, Hilda Davis, F. E. Lipscomb, E. K. Macdonald, 
J. W. Pickup, W. J. Pierce and J. W. Starkey. 

Centenary of the Society—The Chairman drew attention 
to the fact that the Centenary of the Society would be 
celebrated during the Session 1955-6 and it was decided 
to form a special Committee to give consideration to the 
preparation of a programme of meetings and special events. 
The Committee will also consider the possibility of making 
application for a Royal Charter. 

Administration of the Society.—It was decided to set up a 
special Committee to receive and consider the report from 
the Medical Secretary and his suggestions for the future 
administration of the Society. 

Functions of the Medical Officer of Health —It was decided 
that the comprehensive document on the Functions of, the 
Medical Officer of Health, which had been agreed at the 
last meeting of Council, should be published as a separate 
pamphlet and that the document be distributed as widely 
as possible, including a free distribution to all members of 
the Society. Additional copies of the pamphlet will be on 
sale at ls. 6d. per copy. 

Duties of Nurses—Members of the Council had before 
them copies of a document prepared by the Royal College 
of Nursing on the legal position of the nurse undertaking 
procedures outside her professional scope. The Royal 
College of Nursing had asked that the Society should com- 
ment on the document before it was finally agreed by the 
Council of the College. It was agreed that the Royal College 
of Nursing be informed that the Society supported the 
publication of the documént as put forward. 

Meat Inspection —It was reported that a further Joint 
Meeting of representatives of the Society, the British Medical 
Association and the Sanitary Inspectors Association had 
been held to discuss the memorandum on Meat Production 
and Control prepared by the B.V.A. The three associations 
were agreed upon a common policy as far as meat inspection 
was concerned and the report of the Joint Meeting reiterates 
the decision arrived at at a previous Joint Meeting as funda- 
mental points of principle. Briefly, the common policy of 
the three associations is :— 

1. That the Ministerial responsibility for the control 
of meat inspection services should rest with the Ministry 


of Health, and that meat inspection is primarily the 
responsibility of the Local Authority. 

2. That meat inspection should be one of the func- 
tions of the Public Health Service and the duty should 
be adequately carried out by trained meat inspectors, 
under the administrative control of the Medical Officer 
of Health. 


3. There is, in a large slaughter house, a valuable 
field of work for a veterinary pathologist acting in an 
advisory capacity. It is recognised that both by ante- 
mortem inspections and by making available facilities for 
the examination of carcasses the important factor 
referred to in the B.V.A. document of tracing disease 
to its source can be adequately fulfilled. * 

4. That it is important, at all times, to understand 
that the fundamental purpose of meat inspection is to 
safeguard the health of the individual and the com- 
munity as a whole and that meat inspection is only a 
part of the responsibility of the Public Health Service 
to ensure that there is an adequate standard of cleanliness 
and hygiene as far as food production is concerned. 

Diploma in Public Health Representatives of the Society 
reported on the discussions which they had had with Officers 
of the Ministry of Health on Post-Graduate Education in 
Public Health. 

‘uture of Child Welfare Clinics—The Council approved 
the comprehensive document prepared by the Maternity and 
Child Welfare Group, dealing with the Future of Child 
Welfare Clinics, which had been amended in the light of 
discussions at the last meeting of Council. It was resolved 
that the document be submitted to the British Medical 
Association Council, in the hope that the views expressed 
in the document would be supported by the B.M.A. The 
document is published in the current issue of PUBLIC HEALTH 
and it is hoped that it will also be published in the British 
Medical Fournal early in 1955. 

Election of Committees —The following members were 
appointed members of the Committees named for the Session 
1954-5, in addition to the President, Chairman of Council, 
Chairman of General Purposes Committee, and the Medical 
Secretary, who are ex officio members of all Committees. 

General Purposes Committee—Drs. H. D. Chalke, 
C. K. Cullen, F. M. Day, Miriam Florentin, Maurice 
Mitman, A. A. E. Newth, J. Riddell, Mr. J. F. A. Smyth, 
L.D.s., Drs. J. A. Stirling, T. Ruddock West, H. C. 
Maurice Williams. 

Standing Committee for Food Matters.—Drs. F. A. 
Belam, F. M. Day, J. Maddison, W. R. Martine, 
Charles White, Prof. G. S. Wilson. 
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Research Committee—Drs. W. H. Bradley, H. D. 
Chalke, H. M. Cohen, J. Fletcher, L.p.s., Drs. Miriam 
Florentin, F. Grundy, J. Maddison, Maurice Mitman, 
J. Riddell, and Andrew Topping. Co-opted members : 
Col. P. J. L. Capon, Drs. C. Cockburn, W. G. Harding, 
W. P. D. Logan, D. D. Reid and Ian Taylor. 

District Nursing Records.—Drs. A. Beauchamp, F. M. 
Earle, K. Hart, J. D. Kershaw, R. C. Wofinden. Co- 
opted members : Mr. B. Benjamin, Miss Basterfield 
(District Nursing Superintendent) and Dr. W. P. D. 
Logan. 

Mental Iliness and Mental Deficiency —Drs. D. 
Eagan, E. M. Jenkins, J. D. Kershaw, J. S. Logan, 
A. A. E. Newth, W. J. Pierce, Llywelyn Roberts, 
Elspeth Warwick. 

Occupational Health Committee —Drs. Arnold Brown, 
J. S. G. Burnett, Air-Comm. F. E. Lipscomb, Drs. 
G. Hamilton Hogben, Stuart Laidlaw, W. S. Parker, 
Llywelyn Roberts, Andrew Topping, H. C. Maurice 
Williams. 

Neech Prize Assessors —Prof. C. Fraser Brockington and 
Dr. W. S. Walton were appointed Neech Prize Assessors 
for the Session 1954-5, 

Industrial Health Advisory Committee-—The attention of 
members was drawn to the decision of the Ministry of Labour 
and National Service to set up an Industrial Health Advisory 
Committee and to the decision reached regarding the mem- 
bership of that Committee. The Council noted particularly 
that the Society had not been asked to nominate a member 
nor had a Medical Officer of Health been invited to serve 
on the Committee, in spite of the fact that it was acknow- 
ledged that an Industrial Medical Service would be largely 
preventive in character and would deal with the environ- 
mental health of workers in industry. It was resolved that 
a very strongly worded letter be forwarded drawing the 
attention of the Ministry to the omission and to the fact 
that medical officers of health had in various parts of the 
country carried out pilot surveys into the need for an 
industrial health service, within the areas of their authorities, 
at the request of the British Medical Association, and to 
ask for further consideration to be given to membership of 
the Committee so that a place could be found for a member 
of the Public Health Service. 

Rehabilitation of Disabled Persons—The Council was 
informed that representatives of the Society had attended a 
meeting of the Working Party on the Rehabilitation of 
Disabled Persons to give oral evidence in support of the 
memorandum already forwarded. 

World Health Organisation — U.K. Committee.— The 
Council gave very careful consideration to the proposal for 
the formetion of a United Kingdom Committee of the World 
Health Organisation. A provisional Committee had con- 
sidered the matter and forwarded for the consideration of 
the Society the: provisional constitution for comment 
together with a request that the Society should become one 
of the sponsoring bodies. It was agreed that the Committee 
be informed that the Society supported the proposal and 
was willing to act in a sponsoring capacity. 

Mental Illness and Mental Defictency.—The Council con- 
sidered a draft memorandum of evidence for submission to 
the Royal Commission on the Law relating to Mental 
Illness and Mental Deficiency. Sir Allen Daley very kindly 
undertook to redraft the document before it was forwarded 
to the Commission. It is hoped to publish the memorandum 
in the February issue of PuBLIc HEALTH. 

Research Committee.—Dr. H. D. Chalke, Chairman 
of the Research Committee, reported verbally on the last 
meeting, when representatives of the Ministry and of the 
Medical Research Council had expressed their appreciation 
of the work done by the Society, and particularly by the 
Society’s Research Committee. Dr. Chalke reported that 
the Research Committee would meet again in the near 
future and would consider the question of the part to be 
pleyed by the Medical Officer of Health and his staff in 
research projects. 
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Slaughter Houses.—The Council approved a letter which 
had been forwarded to the Ministry of Food commenting 
on the proposed regulations to be made under Section 2 
of the Slaughter of Animals (Amendment) Act, 1954. 

District Nursing Records—It was reported that the 
District Nursing Records Sub-Committee had had a meeting 
on September 24th and that it was hoped shortly to publish 
the Committee’s final recommendations regarding a sug- 
gested common standard for recording the work carried out 
by the district nurse. 

School Hygiene Regulations.—A letter from the Royal 
Sanitary Institute, dated October 7th, forwarded a copy of 
a proposed new syllabus for examination in school hygiene 
which is designed for school teachers, students at physical 
training colleges, health visitors and others desirous of 
securing a qualification covering the whole field of school 
hygiene. The letter asked the views of the Society on the 
content of the course. It was agreed that the Royal 
Sanitary Institute be informed that the Society was very 
doubtful of the value of the examination and would therefore 
prefer not to comment on the syllabus. 

Central Health Services Council and Standing Advisory 
Committees.—The Council decided to nominate the following 
members of the Society for the consideration of the Minister 
of Health for membership of the Central Health Services 
Council or the Standing Advisory Committees named :— 


Membership of Council.—Dr. H. C. Maurice Williams. 

TB. Advisory Committee.—Drs. H. D. Chalke and 
C. K. Cullen. 

Medical Advisory Committee-—Drs. T. Ruddock 
West and E. K. Macdonald. 

Maternity and Midwifery.—Dr. Jean M. Mackintosh. 

Orthodontic Treatment.—A letter from the Ministry ot 
Education, which enclosed copies of draft circulars proposed 
to be issued on the subject of orthodontic treatment, were 
considered and it was agreed that subject to the approval 
of the President and Chairman of Council and Dr. Cohen, 
the comments to be made by the Dental Officers’ Group 
be forwarded to the Ministry. 

S.E. Metropolitan Regional Consultants and Specialists 
Committee.—It was resolved that Dr. H. D. Chalke be 
nominated a representative to serve on the S.E. Metropolitan 
Regional Consultants and Specialists Committee. The 
Council was very grateful to the Committee for the invitation 
to appoint such a representative. 

Milk and Dairies Regulations.—A \etter from the Ministry 
of Health informed the Society that it was proposed to 
review the various Milk and Dairies Regulations in the light 
of their operation during the past five years and in the light 
of new developments in the industry. The Standing Com- 
mittee for Food Matters were charged with the duty of 
preparing a memorandum for submission to the Ministry. 

Poliomyelitis Vaccine—It was reported that the Medical 
Research Council were hoping to organise a trial of polio- 
myelitis vaccine and that the Research Council were depend- 
ent upon the good will of medical officers of health in different 
parts of the Country for carrying through the inoculations 
and collecting the records. The Medical Research Council 
had asked the Society to appoint a representative to sit on 
the organising Committee and it was agreed that the Chair- 
man of Council, Dr. C. Metcalfe Brown, be nominated to 
serve in this capacity. 

Royal Sanitary Institute.—It was reported that representa- 
tives of the Society, had met representatives of the Royal 
Sanitary Institute to discuss the suggestion of the R.S.I. for 
the setting up of a liaison committee to facilitate the inter- 
change of ideas and the discussion of matters of common 
interest to the Society and the Institute. After hearing the 
report of the representatives it was agreed that the Royal 
Sanitary Institute be informed that the Society was willing 
to co-operate in the manner suggested. 

Life Membership.—Ten members of the Society were 
nominated for election as Life Members of the Society at 
the Annual General Meeting to be held in January. 
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THE FUTURE OF CHILD WELFARE CENTRES 


A Memorandum Prepared by the Maternity and Child 
Welfare Group, Society of Medical Officers of Health 


Since the introduction of the National Health Service, 
there has been a growing awareness of the need to review 
the position of the child welfare centres. Interest has been 
aroused by recent criticism, sometimes friendly, but some- 
times of scarcely veiled hostility, which has been aimed at 
the child welfare centre and its professional staff. It has 
been suggested that the paediatrician and the general practi- 
tioner could take over the work of the clinic medical officer 
(George et al. 1953), The usefulness of the child welfare 
centre organisation as a whole has been questioned (Banks 
1952). Critics have pointed to the spectacular decline in 
the infant mortality rate, (now one-fifth of what it was at 
the beginning of the century) implying that with this achieve- 
ment the child welfare services have accomplished what 
they were set up to do and are now to a large extent redundant. 
This is too sweeping an inference. It is true that thera- 
peutic advances and improvements in environmental hygiene 
have greatly reduced the number of infant deaths from certain 
causes and that the effects of these improvements will persist 
whether the child welfare centres continue in being or not. 
It is clear, however, that the main function of the child 
welfare service is no longer the bare prevention of infant 
deaths but that, freed from this urgent preoccupation, it 
can now concentrate on the task of fostering the child’s 
physical, mental and social development, with the achieve- 
ment of optimum health and well being as its goal. 

To clear the ground for this wider task, it is necessary first 
to study the present situation. ‘The purpose of this memor- 
andum is to examine the needs of the mother and child of to- 
day, to indicate the part played by the child welfare centre 
in meeting these needs and to consider any necessary modi- 
fication or extension of the traditional welfare centre pattern. 


A. THE PRESENT NEEDS 


Successive generations of mothers still need expert in- 
struction on every aspect of child care. Although much 
general information and advice is available nowadays, 
through the radio, television and the press, the great majority 
of mothers welcome an opportunity to obtain individual 
advice and reassurance on the needs of their own children. 

It is impossible to enumerate here all the facets of child 
care but one of the most important has been, and must 
always remain, the maintenance of good nutrition, both by 
the encouragement of satisfactory breast feeding and by the 
provision of a balanced diet for the older child. The end 
of rationing, together with the termination of the Ministry 
of Food’s educational activities, has placed additional 
responsibilities on the child health services to give guidance 
to mothers on wise catering for the family. 

Whilst never losing sight of these continuing needs it is 
necessary to review from time to time the special needs of 
the moment. ‘The aspects of child health to which special 
attention should be given at present are as follows :— 


1. The promotion of healthy mental and emotional 
development. This should permeate every aspect of 
child health work. 

2. The prevention of respiratory disease. 

3. The prophylaxis of certain infectious diseases. 

4. The prevention of accidents. 

5. The detection of “‘ defects” and the eariy ascertain- 
ment and care of handicapped children. 

6. The medico-social needs of special groups such as the 
premature infant, the illegitimate child, the deprived 
child, problem families and neglected children. 


These present day needs are discussed below in relation 
to the work of child welfare centres, together with the 
reasons for regarding them as the outstanding problems. 
There are, of course, other urgent problems of child health 
which lie, in the main, outside the sphere of the child welfare 
centre—for example, congenital abnormalities, birth trauma 
and premature birth. Treatment in such conditions is 
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highly specialised and their prevention lies largely in the 
realm of research or in ante-natal, obstetric and neo-natal 
care. 


1. The Promotion of Healthy Mental and Emotional 
Development 


It is not easy to estimate the extent of the problem of 
mental ill-health—still less to determine how often its true 
beginnings lie in childhood. Skottowe (1953) considers 
that frank psychoneurosis accounts for some 10°, of the 
work of general practice and 16°, of general hospital out- 
patients, with a smaller proportion of patients suffering from 
psychoses. Others have put the proportions even higher. 
It is well known that nearly 50° of hospital beds are in 
mental hospitals. Even these disturbing figures take little 
account of psychosomatic disorders. It is being increasingly 
realised that some, at least, of this great volume of mental 
ill-health has its origin in psychic trauma in childhood, often 
in the earliest years. Herein lies the opportunity for 
preventive work in which the child welfare centres must 
surely play a major part, through the guidance and help that 
can be given to the parents of young children. 

An innate serenity of mind may enable some individuals 
to withstand psychic trauma better than others, nevertheless 
the fundamental needs of the child for a stable environment, 
security and affection must be understood by his parents 
if he is to grow into a balanced personality capable of adapting 
himself to inevitable frustration and strain. Many parents 
do not understand that normal phases of increasing maturity 
in the child are associated with changes in behaviour. Even 
from birth the emotional inter-reaction of the mother and 
the child is of paramount importance. Emotional distur- 
bances can arise in connection with feeding difficulties 
during infancy, weaning and early childhood, or in relation 
to the maturation of bowel and bladder control, the pattern 
of sleep, or the child’s social adjustment within the family. 
The parents’ needless anxiety may lead to the use of severe 
methods in attempting to influence behaviour which is 
normal but which they think wrong and abnormal. When 
maladjustment and emotional difficulties are manifest, 
treatment, in the past, has been given mainly to the school- 
age child, but the high failure rate had led to the belief that 
more success might have been achieved had troubles been 
recognised earlier. ‘The toddlers’ clinic for children aged 
two-five years offers special opportunities for the study of 
behaviour difficulties in their early phases. 

The importance of the uninterrupted care of the child 
within the family group should be widely taught and the 
separation of a young child from his family should be actively 
discouraged unless unavoidable. Signs of breakdown in 
relationship within the family must be recognised early and 
every effort made to relieve the causes of emotional strain 
which may be reflected in insecurity and fears in children. 
Help and guidance can be given to parents so that their 
confidence in themselves may be built up and established. 
A vigorous programme of health education for young 
perents should be carried out by group discussions, talks, 
the use of films and film strips. This may require re- 
organisation of the health visitor’s day to allow for more 
evening sessions so that she can meet the father, for it is 
clear that the teaching should reach fathers as well as mothers 
if both parents are to co-operate successfully in promoting 
the healthy mental and emotional development of their 
children. 

Preventive psychiatry has always been part of the advisory 
work of a child welfare centre, though perhaps it has not 
been dignified by that name. But, to enable the clinics to 
play a greater part in this field, a closer association is needed 
between the child welfare services and the psychiatric 
services for children. (L.C.C. and Tavistock Clinic Study, 
1954). Medical officers and health visitors would welcome 
a short basic training, possibly through case work with a 
psychiatrist, in the aetiology of emotional disturbances 
and the interpretation of behaviour in children. The 
medical officer needs to recognise the point at which an 
emotional disturbance becomes a major one, calling for the 
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time-consuming curative work of the psychiatrist and 
psychiatric social worker. Continuing in-service training 
can be provided if the welfare centres are closely linked 
with the child guidance clinic of the area so that there is 
personal contact between the staffs. In this way also the 
help of the psychiatrist will be available, not only in curative 
work, but also in guiding the early preventive work, through 
his contacts with the child welfare clinic staff and with the 
parents of younger children. 


2. The Prevention of Respiratory Disease 


‘Table I shows the number of deaths of infants between four 
weeks and one year old, from the three groups of diseases 
that are now the most frequent causes of death at this age. 


TABLE I 


Number of deaths between 4 
weeks and \ year old (England 
and Wales, 1953) 


International Cause of death 
classification 
(470-527) Diseases of the respira- 
tory system 2,582 (pneumonia 2,050) 
(750-759) Congenital malforma- 
tions ; 1,110 
(530-587) Diseases of the diges- 


tive system 815 (gastritis & enteritis 616) 


' Respiratory disease, especially pneumonia, is now the 
greatest hazard to infant life after the neo-natal period. 
Recent surveys have also shown that respiratory infection 
is much the most frequent cause of morbidity in young 
children (Dykes et al 1953: Douglas & Mogford 1953 : 
Spence et al 1954). It is clear that the prevention of respira- 
tory disease is now a matter of far more urgency than the 
prevention of alimentary disorders which, in earlier years, 
was the most pressing problem of child health work. The 
part played by the child welfare centre in the prevention of 
respiratory disease lies in education and medical supervision. 

Education should aim to instil the principles of prevention 
of the spread of respiratory infection, including the import- 
ance of ventilation and fresh air, the proper use of hand- 
kerchiefs and the avoidance of exposure to infection in the 
household and elsewhere (e.g., cinemas, shops, buses, etc.). 
It should stress the fact that serious respiratory infection in 
the young child may result from contact with common colds or 
pyogenic infections in adults and older children. 

Good nutrition is a vital factor in preventing infections. 
Regular medical examinations will provide an opportunity 
for the doctor to advise each mother on her child’s nutri- 
tional needs. The prevention of nutritional anaemia plays 
an important part in reducing the incidence of respiratory 
infection (Mackay 1931). 

It should be explained to the parents that children who are 
liable to recurrent respiratory infections or who have re- 
cently had an illness with respiratory complications should 
be kept under careful and prolonged medical supervision. 
Many such children will benefit from the re-establishment 
of good lung action by breathing exercises. The physio- 
therapy available for young children at many welfare centres 
will be valuable in cases of asthma, chronic lung conditions 
and for the re-establishment of correct breathing. 

While most of the respiratory infections originate in the 
home environment, the child welfare centre itself may not 
be blameless for the spread of infection. More attention 
must be paid to the warmth and ventilation of the rooms And 
the prevention of overcrowding. Unnecessarily frequent 
attendances of young babies should be discouraged and for 
them more emphasis should be placed on home visiting 
than on clinic attendance. Where it is desirable for the 
young and delicate infant to be Weighed frequently, the 
loan of weighing scales for home use may be helpful. 


3. The Prophylaxis of Certain Infectious Diseases 
Infectious disease is still one of the major causes of mor- 
tality and morbidity in early childhood, although well 
established prophylactic measures are available (e.g., for 
tuberculosis, whooping cough, diphtheria and smallpox). 
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(i) Tuberculosis 

A child under the age of five years who gives a positive 
tuberculin reaction has probably been infected by an open 
case, usually in his family group. It is therefore desirable 
that such positive reactors should be detected, in order 
that the source of infection should be traced, in addition 
to referring the child for investigation. A simple and 
satisfactory way of doing this is to carry out routine tuber- 
culin jelly testing at child welfare clinics at annual examina- 
tions between the ages of one to four years inclusive. For 
the procedure to be of value there must be close liaison 
between the child welfare department, the family doctor, 
the chest clinic and the paediatrician, especially in tracing the 
source of infection. Procedures along these lines have 
been repeatedly advocated (Moncrieff 1950 : Joint 'Tuber- 
culosis Council 1953: Ministry of Health 1953), They 
are known to be in operation in certain areas (Heimann & ap. 
Simon, 1950; An. Report, M.O.H. Oxford 1952, 1953 ; 
Chalke 1953.) 

(ii) Whooping Cough 

Whooping cough is now one ofthe most serious illnesses of 
early childhood and at present treatment with antibiotics 
is not satisfactory (M.R.C. 1953). In addition to the risk 
of death, especially to the young infant, much residual ill- 
health is caused. The M.R.C. report (1951) has shown 
the value of vaccine prophylaxis ‘and has encouraged a 
number of authorities to make this readily available to all 
babies. This is often most easily achieved at child welfare 
clinics. 

(iii) Diphtheria and Smallpox 

It is the duty of the Local Health Authority (N.H.S. Act, 
Sect. 26) to make arrangements for vaccination and diph- 
theria immunisation, either through the general practitioner 
service or the child welfare clinics. National figures show 
that the acceptance rates are far too low. A statement of 
the Minister of Health recorded in The Medical Officer 
(1954) indicates that less than 31°, of children under one 
year old are being immunised against diphtheria compared 
with the target of 75°, and a slightly smaller proportion 
of new born babies are vaccinated against smallpox, where 
the target should be the vaccination of every healthy infant. 
If these figures are to be improved a publicity campaign is 
not enough. Everything should be done to make it easy 
for mothers to have their children immunised and vaccinated 
and the use of the child welfare clinic for this purpose has 
obvious advantages. In certain areas where these pro- 
cedures are available at the welfare centres, it is known 
that the acceptance rates relatively high (M.O.H.s 
Cardiff &, Salford 1952; An. Report, M.O.H. Oxford 
1953). 

As other prophylactic measures become established they 
can be readily made available through the child welfare 
clinics. 


4. The Prevention of Accidents 


Accidents (including poisoning) were the greatest single 
cause of death in the one to four years age group in 1953 and 
the numbers rose with each year of age (see Table IT). 


TABLE II 


DeatHs DuE To ACCIDENTS AS A PERCENTAGE OF THE NUMBERS 
OF ALL DEATHS IN CERTAIN AGE GrRouPs IN 1952 (ENGLAND AND 


WALEs) 
Age group (vears) Percentage 
1+ 
2-4 19-3 
34 25-6 
4 and under 5 29°3 
Total, | to 4 years 19-8 


By contrast, the deaths due to accidents at ail ages were 
only 2:9% of the total deaths. 

There is sufficient information relating to the causes of 
fatal accidents to guide the methods of prevention. Although 
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much less is known about the incidence and causes of non- 
fatal accidents, certain hospital studies of non-fatal burns 
and scalds have shown that they are numerous in children 
of one to 4 years and frequently result in crippling and 
disfigurement (Colebrook and Colebrook 1951; General 
Register Office 1953). 


The need for action is so imperative that every means 
at our disposal must be used to prevent such unnecessary 
fatal and crippling accidents. It may be that the most 
effective work can be done in the home where the family 
doctor, the health visitor, and the sanitary inspector can 
point out the dangers, but this can be dramatically supple- 
mented by modern technique in group teaching at the 
welfare centre, and it will certainly be more effective if it is 
illustrated by local statistics and incidents. Films make a 
deep impression, particularly if they appeal to the emotions. 
A method which appears to have been used in America but 
has only recently reached this country, is to relate the 
prevention of accidents to the teaching of child develop- 
ment. Each age has its own dangers which arise from the 
child’s growing physical and mental powers. These 
dangers may be minimised if the parents have a knowledge 
of what to expect. The aim should be to create a greater 
awareness of the common causes of accidents, and how 
they may be prevented, without unduly restricting or 
frustrating the child. The doctor should take a share in 
this form of teaching while doing a routine medical exam- 
ination. 


5. The Early Detection of ‘ Defects” and the Early 
Ascertainment and Care of Handicapped 
Children 


The frequency with which preventable and undetected 
“ defects ’’ are found in school entrants reflects unfavourably 
on the child welfare service (Ministry of Education 1950-51). 
In the past, few children have had regular medical super- 
vision between infancy and school age, yet this is the time 
when there is the best chance of preventing or minimising 
the ‘‘ defects’’ and disorders that are found in school 
children. The value of regular medical examination 
throughout the pre-school years cannot be too strongly 
emphasised. It will be referred to egain later. When 
examination reveals the need for treatment, this should be 
arranged in essociation with the family doctor, with whom 
the health visitor will co-operate in any subsequent medical 
and social care. 


(i) Handicapped Children (as defined by the School 
Health Service and Handicapped Pupils Regulations, 
1953) 


It is a statutory duty of the local education authority to 
ascertain the presence of handicapped children over the age 
of two years. In the case of children under five years it 
must rely on the health services to find these children. 
Whilst the defects are obvious in some cases, in others pro- 
longed observations may be required. A register of all 
cases is needed if the health department is to be sure that 
adequate medical and social care is being given and that 
the local education authority is made awere of the future 
educational needs of these children. 

Recent advances in treatment emphasise the need for the 
early recognition of certain conditions, notably deafness 
(with consequent speech defect), spasticity, and congenital 
disease of the heart. By early diagnosis unnecessary 
invalidism may be prevented and much may be done even 
before the statutory ascertainment age. 

In caring for handicapped children, unnecessary separa- 
tion of the young child from his mother should be avoided. 
Wherever possible the emphasis should be on the guidance 
given to the mother, so that she herself can help her child 
from the earliest age, either in her own home, or in a day 
centre or temporarily in a special hostel. The staff of the 
welfare centre should be in touch with all the services for 
handicapped children, and the medical officer, together 
with the family doctor, should be able to supplement their 


eXpert guidence in encouraging the mother in the training 
of her own child. 


(ii) Orthopaedic and Postural Defects 


Defects of the skeletal system form an important cause of 
adult ill-health. Foot defects causing pain and disability 
and postural defects, giving rise to chronic back strain, are 
among the most common. These troubles often begin 
during early childhood and tend to progress, unless corrected. 
The earlier treatment is started, the shorter the time taken 
to correct the defect. It is therefore economic to ensure 
that these troubles are sought for, and many of the conditions 
requiring postural re-education can frequently be dealt with 
at the child welfare clinics. In relation to foot defects, in 
particular, it has been shown (Craigmile 1953) that trouble 
often occurs as the result of faulty footwear in childhood, 
and by educating the parents to demand well-fitting shoes 
and socks much harm could be prevented. 


(iii) Strabismus 

While most mothers are aware of the presence of a squint, 
it seems that far too many children are not receiving treat- 
ment sufficiently early, since the number of school children 
found to have strabismus have increased considerably in 
recent years. (Ministry of Education 1950-1951). 


(iv) Dental Conditions 

The high incidence of dental caries in school entrants 
stresses the need for the child welfare medical officers to 
insist on a full share of the use of the dental services for 
preventive work in the early years, and for educating mothers 
in the value of early and conservative dental treatment. 
Ideally the teeth of pre-school children should be inspected 
by a dental surgeon three times a year : this may be con- 
veniently arranged in conjunction with toddlers’ clinics. 


6. The Medico-social Needs of Special Groups, 
such as Premature Infants, Illegitimate Children, 
“ Deprived ” Children, Neglected Children and 
“Problem Families ” 


The great improvement in recent years in child health 
and care indicates that even more attention than hitherto 
can now be concentrated on certain groups of children, 
such as those mentioned above, who present medico-sccial 
problems. The care of the health of each individual child 
should be looked at in associetion with the family doctor, 
but the medico-social needs common to each group present 
an opportunity, and a duty, to the child welfare services. 

Approximately 7°, of live births are premature (by the 
birth weight standard of 54 lb. or less) and the neo-natal 
mortality of these infants is at least nine times as great as 
the general neo-natal mortality (Min. of Health 1952). 
Though the maternity and child welfare services as a whole 
have a responsibility in influencing the incidence of pre- 
maturity and the neo-natal death rate, it is with those who 
survive the neo-natal period that the child welfare centre 
is necessarily most concerned. In the care of these infants 
there is a special need for regular and expert assessment of 
their physical and mental development, and for constant 
guidance and encouragement to the mother, especially in 
regard to nutrition and protection from infection. Too 
little is known of the ultimate outcome, mental or physical, 
for the premature infant, particularly in relation to different 
birth weights. A few “‘ follow-up ”’ clinics exist, but these 
are seldom really long-term. There is a fruitful field for 
the study of factors that influence the health and development 
of the premature infant, as has been shown in recent surveys. 
(Alm. 1953: Blegen 1953: Douglas & Mogford 1953: 
National Birthday Trust Fund 1954). 

The care of children who are illegitimate, “‘ deprived,” 
neglected or members of ‘‘ problem families’ demands 
attention since they are the ones who are likely to form 
the resistant “‘ hard cores”’ of child mortality, morbidity 


ite 
= 
ee 
ee 
: 
a 
ie 
. . 


54 


and maladjustment. It may be thought that the child 
welfare centre can do little, since many of these children 
are seldom brought to a centre and for them, more than 
any others, reliance must be placed on home visiting. 
Nevertheless, many of their problems require medical guid- 
ance and there is much to be said for basing the medico- 
social work for these children on the local welfare centre. 
The clinic medical officer should have full knowledge of all 
such children in the area and be able to act as the leader 
of the local authority team, in consultation with the family 
doctor and with other local services as necessary. Every 
endeavour should be made to promote the attendance of 
these families at a welfare centre, where the contact with 
other mothers and with standards of care otherwise unknown 
can have far-reaching effects. It is hardly possible to give 
too much attention to the welcome and encouragement at a 
welfare centre to the mother of such children, but it is 
essential that the medical officer, as well as the health visitor, 
should be fully aware of the social work of all other organ- 
isations that may be concerned in their care. 


B. HOW THE PRESENT NEEDS CAN BE MET 


It is well known that there are many factors outside the 
health services, such as economic conditions, housing and 
education, which indirectly though profoundly, influence 
child health. Within the immediete sphere of the health 
services there are four principal lines of attack on the un- 
remitting need to raise the standard of child health, namely :— 


(1) Education of parents and the general public in child 
care. 

(2) Regular medical supervision of every child’s health 
and development. 


(3) Treatment of illness and abnormality. 
(4) Medical and medico-social research. 


The last two subjects need be only briefly discussed in 
this context. ‘Treatment is pre-eminently the sphere of the 
general practitioner and the hospital, with the welfare 
centre playing only a small part in the treatment of minor 
disorders and: some nutritional conditions of childhood. 
In relation to research, the welfare centre has a two-fold 
function. On the one hand, the quality of child health 
work depends on the application and dissemination of new 
knowledge as it becomes established—and, as has been 
indicated, there are still urgent problems that cannot, as 
yet, be effectively attacked for lack of knowledge. On 
the other hand, the child welfare centre can itself provide 
the means for research. There is much material for study 
and close association between the health department and 
the individual welfare centre is often a stimulus to valuable 
investigations, especially if statistical assistance is available 
It is, however, inevitable that reseatch must be somewhat 
in the nature of a by-product of the essential work of a 
welfare centre. 


The prime function of the child welfare centre is to develop 
as fully as possible the first two methods mentioned above, 
i.e. education in child care and regular supervision of each 
child’s health and development. Though these subjects 
have already been mentioned in relation to present day 
needs they merit discussion in greater detail. 


(1) Education in Child Care 


McNeill (1953) in the Fleming Memorial Lecture stated 
that the aim of the child welfare service is ‘‘ to reduce to a 
minimum the number of infant and child deaths and to 
raise to a maximum the quality in the survivors’ and 
strongly emphasised ‘‘a single, method of achieving it by 
the education of mothers.’’ As he has pointed out, health 
education is no new idea. Since the inception of the 
maternity and child welfare service individual teaching 
has been given by the health visitor in the home and by the 
health visitor and medical officer in the welfare centre. 
Now is the time to extend the practice and methods of group 
education. 'The modern mother is used to group technique 
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on radio and television—the brains trust, quiz and ‘‘ Any 
Questions?”’ are familiar to her. In the present day welfare 
centre, rooms are sometimes noisy and over-crowded and 
too much time is often taken up by routine weighing. This 
traditional pattern must be rearranged if it does not allow 
opportunity and time for individual advising and group 
education. 


The teaching in the welfare centre depends principally 
on the health visitor. Individual advising of the mothers 
has always been her primary concern, and the arrangements 
at the welfare centre must allow her reasonable privacy as 
well as sufficient time for this. Nevertheless the health 
visitor must play an increasing part in group teaching and 
some of this can be appropriately done at the child welfare 
centres. It should be her province, in consultation with 
the medical officer of health and health education organiser, 
where available, to devise a health education programme 
for the welfare centre and to participate in wider schemes 
in the area. 


Every medical consultation is an opportunity for individual 
health teaching, but the medical officer of the welfare centre 
should also take part in group teaching. Probably the best 
method is for the medical officer to discuss a common 
problem with small groups of mothers with children of about 
the same age and to answer their questions. This form 
of group therapy has great value, especially in the field of 
mental health, and widens the interest of the doctor in the 
health education programme. 


The voluntary worker can be a valuable accessory member 
of the team. She may give assistance in supervising toddlers 
in a play corner and even take an active part in group dis- 
cussions by sharing her own experiences. She can take 
charge of a small library for mothers and arrange the dis- 
tribution of selected leaflets and pamphlets related to the 
subject under discussion and assist in the display of the 
appropriate demonstration material and posters. 


Education in child care should begin in the ante-natal 
period, and “‘ expectant mothers groups ’’ have been formed 
in many areas. Exercises and relaxation, combined with 
discussions on the physiology of pregnancy and labour and 
on mothercraft form a basis of preparation for motherhood. 
These classes should be held, separately from the child 
welfare session, in conjunction with the midwife and by 
agreement with the family doctor or hospital. Stimulation 
of interest among the mothers may lead to the formation 
of larger groups, such as mothers’ and fathers’ clubs, meeting 
in the evening, where a wider programme can be adopted. 
Such clubs can be attached to a welfare centre, but would 
be open to any parent with children of school age or under. 
These clubs should be self-governed, but experience has 
shown that the support of che welfare centre staff is essential 
in the background. 


Visual aids are an invaluable and dramatic means of 
promoting discussion and holding interest. 'They should be 
clear and simple and be used as an adjunct to, but not a sub- 
stitute for, knowledge on the part of the leader of the group. 
Film strips and the flannel-graph are the most useful for small 
groups. The film strip, for which both the projector and 
pictures are relatively inexpensive and portable, is parti- 
cularly valuable for child welfare centre work. The problems 
which can be illustrated with film strips, supported by a 
recording on a gramophone disc, invariably start up a lively 
discussion. A small exhibit or poster showing some topical 
subject can be used in a welfare centre to gather a small 
group of mothers for discussion. Posters must be changed 
frequently and not left up to become an unnoticed part of 
the furnishing. Observation of activity and behaviour 
in the toddlers’ play corner is a visual aid on which a talk 
on this subject can be based. Reading matter, whether 
leaflet, pamphlet or library books should be used sparingly 
and must be linked to the individual child or subject under 
discussion. Indiscriminate use of leaflets is valueless and 
wasteful. 


Teaching in the welfare centre must be supported by a 
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central organisation in the health department which can 
provide the stimulus, obtain materials and guide the general 
programme. ‘Those responsible for the specialist services, 
such as the chief dental officer and consultant psychiatrist, 
should take their part in the planning, and the Central 
Council for Health Education can give valuable aid. It 
should be part of the health education programme to con- 
centrate especially on trying to get those mothers who do not 
normally attend to come by invitation to special sessions or 
mothers’ clubs, which may bé arranged at more convenient 
times for certain groups of mothers. A comprehensive 
programme could include opportunities for older school 
children and members of youth organisations to attend the 
welfare sessions or to take part in discussions and other 
activities. It is an advantage if other members of the health 
services, for example general practitioners, nurses, midwives 
and oral hygienists are invited to join in the health education 
programme. 


Successful health educational work depends on the 
ability of the staff team to create and maintain interest in 
their audience, the mothers. It is better to find out what 
the mothers want, and let them plan a programme in which 
they can participate than to impose a set plan which may 
not interest them. This can be done by including represen- 
tatives of mothers on a planning committee. A sample 
survey of mothers in each area could be useful to ascertain 
whether the welfare centres are providing what the mothers 
need and to glean suggestions for improvements. Once 
interest is created, there is no need to seek opportunities 
for health education, it will be demanded. ‘The audience 
is waiting. 


(2) Medical Supervision of the Child’s Health and 
Development 


The object of the medical consultation at a welfare centre 
is two-fold : to provide a periodic assessment of the child’s 
mental, emotional and physical development and to help 
and reassure the- mother in dealing with problems as they 
arise. In the earliest weeks supervision should be mainly 
by home visiting ; unless there is a special reason it is 
probably better for babies not to be brought to a welfare 
centre before they are four to six weeks old. At the first 
visit, the child should be referred to the doctor for a thorough 
medical examination, which, if the child has not already been 
under medical supervision, may provide the first opportunity 
to detect congenitel defects and conditions arising from 
birth trauma, many of which are now amenable to treatment 
at a much earlier age than hitherto. Thereafter, as a 
minimum, the child should be medically examined at six 
months, a year and 18 months old and then near the subse- 
quent birthdays. Often the doctor will wish to see a parti- 
cular child more frequently. In addition, the prophylactic 
procedures already mentioned form an essential part of the 
medical supervision and provide further opportunities for 
consultation with the doctor. Often too the health visitor 
will refer a child to the doctor as she thinks advisable or at 
the mother’s request. These consultations give the mother 
opportunities to discuss her problems as they arise. Recent 
reviews of the medical consultations in groups of child 
welfare centres (Reid & Reid 1954, Essex-Cater 1954), 
has demonstrated the variety of these problems, many of 
which can be dealt with by medical advice alone, and has 
emphasised the inestimable value, to the mother, of advice 
that is often dismissed as ‘‘ reassurance only.”’ 

As has been already pointed out, there is evidence that 
far too little attention has been given in the past to children 
beyond the age of infancy. Attention must be maintained 
throughout all the pre-school years. In order to encourage 
mothers to obtain regular medical supervision of their 
children between one and five years old a system of appoint- 
ments, either at ordinary child welfare sessions or at special 
toddlers sessions, is strongly recommended. “ Birthday 
appointments” have often proved useful. These regular 
and planned consultations must allow time and opportunity 
not only for a thorough medical examination but also for 
unhurried observation of the child and discussion with 
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the mother of the manifold emotional and behaviour diffi- 
culties of early childhood. If treatment is needed it should 
be arranged by, or in association with the family doctor, 
but the whole purpose of regular supervision is to obviate 
as far as possible the need for treatment arising, by guiding 
the mother in the care of her child and by the early detection 
of deviations from health. 

Periodic medical supervision does not conflict with the 
care given by the family doctor during illness. It may well 
be undertaken by the family doctor himself if he can spare 
time for it and can carry it out separately from his other 
work, so that well children do not congregate with the sick. 
For the present this is seldom likely to be the case and 
responsibility for periodic medical supervision must rest 
mainly with welfare centres. It has to be admitted that a 
systematic effort to meet that responsibility is often still 
lacking. Consequently, despite the great improvements in 
child health, too often a contrast remains between a “‘ flying 
start’ towards health and happiness in babyhood and the 
frequency of physical defects and behaviour problems in 
school entrants. 


C. THE FUTURE 

Before discussing the future of the child welfare centres 
it is necessary to consider the part the hospital and the 
general practitioner can play in the education of parents in 
child care and in the medical supervision of the children. 

At teaching hospitals linked with a Child Health Institute 
or where there is a child health department within the 
hospital, there are great opportunities, but at the majority 
of other hospitals there can be little time for educational 
work and no opportunity at all for routine supervision. 
Nevertheless, co-operation between the hospital and child 
health service can give a greater appreciation of the social 
background of ill-health and can be instrumental in bringing 
the preventive and educational services to bear in just 
those cases where they may be most needed. 

The general practitioner has also many opportunities. 
He has a responsibility for the health of every child on his 
list and there are many occasions when he teaches some of 
the essentials of child care to those parents who consult him 
about their children during illness. It is unlikely, however, 
that, under present conditions, more than a few general 
practitioners will have the time or the inclination to umder- 
take regular medical supervision and sustained teaching of 
child care for more than a small proportion of the infants 
and young children on their lists. A recent inquiry in one 
area (Simpson 1953) showed that of the children between 
one and two years old attending a welfare centre more than 
half had been seen by the family doctor once since birth 
and a considerable number had never been seen by him at 
all. It seems likely that this would be a common experience 
in most areas. 

To undertake child welfare work for a group of children 
fully and effectively is necessarily a slow and time-consuming 
process. It involves, firstly, some degree of organisation and 
clerical work, if it is not to be merely haphazard and in- 
complete, and secondly, an entirely different approach 
from that required in curative medicine. There is no 
short cut. The approach is not that of direct action by the 
doctor or nurse but a persistant and patient guiding of the 
parents so that it is they, and not the doctor, who take the 
right steps, influenced consciously or unconsciously by the 
knowledge they have absorbed. 

Yet in spite of the difficulties of combining effective 
child health work with general practice, it is not impossible. 
(Naish 1954). With the increasing emphasis on child 
health in the medical curriculum, more general practitioners 
will feel equipped to give this service to the children on 
their lists, perhaps in their own surgeries, or in the local 
authority clinic premises or in health centres. The children 
on any one doctor’s list are only a small part of the com- 
munity and if such educational and preventive work is to be 
fully effective it should not be undertaken in isolation but 
in close co-operation with the other preventive health 
services for the community. Each can then help and 
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supplement the other ; the health department needs the 
knowledge that the doctor will have of the health of his 
group of children and he for his part will find increasing 
value in making use of a team of medico-social workers and in 
having behind him the resources of the health department. 


The work may well develop along these lines and an 
increasing number of general practitioners may find it 
possible to combine the time-consuming claims of child 
health work with the demands of curative medicine. From 
whichever angle this question is viewed it will be agreed 
that the promotion of health and well-being among children 
is of paramount importance. If the needs that were outlined 
above are to be widely and effectively met it can only be 
through a service primarily devoted to that end, with the 
child welfare centre as the focus of the medical and educa- 
tional work. 


The Child Welfare Centre of the Future 
(1) General Considerations 


In the past, child welfare centres adhered closely to a 
traditional pattern which was evolved in the first instance 
to combat the high infant mortality rate, resulting largely 
from poverty, ignorance and dirt. The steady fall in the 
infant mortality rate, though by no means, wholly attributable 
to child welfare work, is nevertheless some indication of the 
success achieved. Equally, it is an indication of the need 
to review now the earlier emphasis on the distribution of 
infant foods and the routine weighing of babies and also 
the lack of emphasis on the years beyond infancy—often 
still reflected in the out-moded name “infant. welfare 
centre.” 


Since the responsibility for the distribution of the Ministry 
of Food dried milk and vitamin supplements has now been 
transferred to local health authorities there is a danger that 
this may become of exaggerated importance as a function 
of child welfare centres. It must not be allowed to out- 
weigh the more important aspects of the work, nor to absorb 
the time of trained personnel. 


Whilst the traditional pattern needs extension and modi- 
fication it is neither possible nor desirable to delineate 
uniform standards for the future. Any general pattern 
must be adapted to local circumstances and be sufficiently 
flexible to meet changing needs. ‘Those in charge should 
be ready to anticipate change and to make experiments. 
At present the arrangements for clinic work should be such 
as to emphasise the following aspects :—regular medical 
examination of all children up to the age of 5 years, pro- 
phylaxis against infectious disease and the constant education 
of parents in child care. Full use should be made of modern 
techniques in group teaching, which must be related through- 
out to present-day needs. A balance must be kept between 
this and the time required for the painstaking individual 
advice that has been one of the most worthwhile features of 
the work of the child welfare centres. Dental services 
should be regarded as an integral part of child welfare work 
and other services, such as child guidance and physio- 
therapy, should be readily available. 


(2) The Staff 
(a) The Medical Officer 

All doctors undertaking child welfare clinic work should 
have special training or experience in child health and 
disease, in preventive medicine and preferably also in the 
methods of medico-social research : previous experience 
of general practice is also of value. They should not work 
in isolation but should guide the general work of the centre 
and share in the planning and execution of the health educa- 
tion programme. They should keep in close personal 
touch with paediatricians and general practitioners in the 
area and with colleagues on the administrative staff of the 
health department. In areas employing more than a few 
doctors, a senior medical officer should be responsible for 
co-ordinating the work of the clinic medical officers and for 
planning and developing the maternity and child welfare 
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service in relation to local circumstances. Where the 
doctor in charge of the child welfare clinic is a whole-time 
medical officer he should also be the school medical officer 
and, wherever possible, do other public health field work. He 
should be intimately acquainted with the social and environ- 
mental conditions of the area which the clinic serves, and 
should be given every opportunity to take an active interest 
in the administrative work in the field. (Mackintosh, 1954.) 


(6) The Health Visitor 


Every nurse undertaking advisory work in the clinics 
should have the health visitor’s certificate. She also should 
play a part in the school health service, be in touch with 
practitioners in the area and work in close co-operation 
with the clinic medical officer. Her important role in 
educational work makes it essential that she should be well 
trained in this aspect and be competent to undertake not 
only individual advising but also health education for groups 
of adults and older children. 


(c) Other Staff 


There should be sufficient ancillary staff, e.g. clinic 
nurses, clerks, attendants and voluntary workers, to under- 
take the less specialised duties to enable medical and health 
visiting staff to concentrate on the duties for which they 
have been trained. 


(d) In-Service Training 


In addition to post-graduate training to prepare them for 
their special work, the staff should have frequent opportun- 
ities to keep abreast of recent developments, through in- 
service training. It would be an advantage for all health 
departments to be in close touch with a university depart- 
ment of child health. In this way the local authority 
health services can be linked with the medical teaching 
centres on a regional basis and, in co-operation with them, 
can arrange courses for doctors, nurses and other staff, 
offering practical and theoretical instruction in recent 
advances in appropriate subjects. At present, there is 
need, for example, for in-service training in mental hygiene, 
foot health and the early detection and treatment of such 
conditions as deafness and cerebral palsy. 


(3) The Clinic Premises 


The premises should be situated so as to be of easy access 
to mothers. It is an advantage if the larger clinics can be 
located close to or in the same building as the school clinic, 
and the dental, physiotherapy and child guidance depart- 
ments, so as to foster the development of an integrated child 
health service. The establishment of health centres will 
favour this integration. Though elaborate equipment is 
unnecessary, the premises must be bright and welcoming 
and suitable for the work. An adequate standard of cleanli- 
ness, lighting, heating and ventilation must be attained and 
overcrowding of the rooms avoided. 


(4) Records and Research 


‘The keeping of accurate records is important and research 
should be encouraged. This implies the availability of 
time, money and statistical advice. A certain amount of 
uniformity of record cards throughout the country would 
help the staff and facilitate research. Recent surveys have 
shown the advantages of devising recording methods that 
allow of analysis and evaluation of the various aspects of the 
work (Fisher 1953, Reid & Reid 1954). The clinic records 
should be made available to the school health service when 
the child reaches school age. 


SUMMARY AND CONCLUSION 


1. The present day needs for the maintenance and im- 
provement of the health of the young child have been stated. 
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2. The methods by which these needs can be met have 
been outlined. 
3. Some indication has been -given of the difficulties, 


and the possibilities, of the hospital and general practitioner » 


services in carrying out sustained preventive and educational 
work. 

4. It is concluded that the child welfare centre, with a 
wider approach to its task, with a well trained staff and 
adequate premises, must be the principal focus of the pre- 
ventive medical and educational work that is unremittingly 
needed to raise the standard of the health of young children. 

This conclusion cannot be better expressed than in the 
words of Prof. Sir Charles McNeil (1953) in the Fleming 
Memorial lecture : ‘‘ The two aims of this young child wel- 
fare service are an immense task. The first aim—the 
mastery of fatal disease in infants—has gone a long way 
towards achievement ; the second aim of maximum health 
in childhood is only beginning, and its full accomplishment 
can only come in the far distant future. Here and there 
suggestions are heard that, with the great reduction of the 
infant death rates, the personnel and work of the child 
welfare service may now be cut down, and that a partial 
demobilisation in the civil war against disease in children 
might now take place. But there is no discharge in this 
war ; the death rates must still be kept down, and the new 
campaign of raising levels of health in children is only be- 
ginning. And for this longer and more difficult campaign 
the child welfare service must be strengthened and given 
new and better weapons.” 
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ASTHMA IN CHILDREN * 


By JoHN Morrison SMITH, M.B., M.R.C.P.(ED.), D.P.H., 
D.T.M. & H., T.D.D. 


Consultant Physician, Birmingham Chest Clinic, Romsley 
Hill Hospital, Asthma Clinic for School Children, Birmingham, 
L.E.A. 


In discussing this problem I wish to give some idea of the 
importance of asthma in children, the need for special 
facilities for treatment and finally to say something about the 
Asthma Clinic which has recently been established in 
Birmingham within the School Health Service. 


Asthma is the most important of the allergic disorders 
mainly because it seriously affects the vital function of 
respiration. It is estimated in this country and in the 
United States of America that about one person in 110 
suffers from asthma. Although the exact incidence in 
children is not known a figure of 0-3% is given for children in 
Glasgow schools. There is no doubt that it is a very com- 
mon condition ‘at all ages. A high proportion of cases 
first manifest themselves in childhood and generally the 
stronger the allergic family background the earlier is the 
age of onset. The results of treatment tend to be best in 
children and the earlier a case is treated the better the 
outcome which can be expected. Williams (1951) states :-— 

** Tt does not seem to be sufficiently realised that much can be 
done for these asthmatic children. Much can be done to reduce 
the severity and frequency of the attacks and to prevent the 
development of deformed emphysematous chests. Much of the 
asthma which comes on in later life could be prevented if treat- 
ment was energetically carried out. The patients we want to 
treat particularly in our clinics are the children, for it is with these 
children that most can be done and much chronic ill health in 
later life can be prevented.” 

I wish thus to stress that the treatment of asthma in 
childhood is to a considerable extent truly preventative 
medicine. While it is true that a number of asthmatic 
children improve in their second decade many do not and 
of those who do a proportion relapse later so that by middle 
age they are ill and incapacitated. They often have by this 
time recurrent attacks of infection associated with their 
asthma ; purulent sputum, emphysema and gradual com- 
plete invalidism result. Death may occur from status 
asthmaticus, right heart failure or pneumonia, following a 
long and terrible illness. 

Williams (1953) has pointed out that asthma as a cause of 
death cannot be ignored although it is rare for death to occur 
in childhood. About 3,000 deaths a year are ascribed to 
asthma in England and Wales, which is about 0-6°% of all 


‘deaths. In 140 cases of status asthmaticus proved at post- 


mortem Williams found 82°% over the age of 30 but it must be 
realised that death occurs usually in the chronic asthmatic, 
and that the results of treatment being best in childhood 
every effort should be made to treat asthmatic children so as 
to prevent chronic ill health and the important risk of death 
in later life. 

In terms of incapacity Stokes states that asthma accounts 
for 206 of every 10,000 days of incapacity from all causes. 
By comparison the figure for tuberculosis is 108, for rheuma- 
toid arthritis 61, gastric and duodenal ulcer together 224. 
Asthma with its incidence of 0-9°%% in the population is 
three or four times as common as tuberculosis or diabetes, 
almost as common as peptic ulcer and twice as common as 
rheumatoid arthritis. As a cause for rejection from the 
armed services asthma accounted for 0-9% of rejections and 
this mainly in young men at an age when many are said to 
have grown out of their asthma. In students at the Uni- 
versity of Wales 32 per 1,000 were found to have or have 
had asthma, while 17 per 1,000 were actually suffering from 
asthma. This incidence seems abnormally high but in 
many the symptoms were very mild. 

In terms of “‘ Medical Attendances,” i.e., the number of 
visits made to a doctor, either general practitioner or specialist, 


* A lecture to the Senior School Medical Officer’s Refresher 
Course held in Birmingham, September 1954, 
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excluding in-patient treatment in hospital, Stokes reports 
that asthma accounted for 192 visits per 10,000 ; tuber- 
culosis 101, pernicious anaemia 63, heart disease of rheu- 
matic origin 89, peptic ulcer 206, and rheumiatoid arthritis 
89. In this we must take into consideration that throughout 
this country there is little active investigation and treatment 
given to asthmatics comparable with that given in most of 
these other conditions. 

There is some suggestion that allergic disorders are in- 
creasing in frequency. Asthma has been known from the 
earliest times and the word is of Greek derivation meaning 
““panting.”” It may be that the increasing complexity of 
environment in which modern life is lived may give rise to 
more frequent allergies. This is probably more true in 
dermatological practice than elsewhere. It might be worth 
noting, however, that John Bostock, the English physician 
who in 1819 first described hay fever, suffered from the 
condition himself and in nine years’ search had only seen or 
heard of 28 persons similarly afflicted. It is true, however, 
that his circle of contact would possibly be larger had he 
lived in this century but it would surely not take nine years 
to find 28 cases of hay fever to-day. 

Considering its frequency and importance it is rather 
surprising that asthma with its serious effects on the lives 
of the sufferers receives such a relatively small amount of 
attention from medical services and indeed from medical 
science. I think this lack of interest is common to all the 
allergic disorders. ‘There are very few specialists in allergy 
in this country in comparison with the United States of 
America, and I do not recall having seen a post advertised 
in the medical press. Several reasons for this can be 
suggested. In the first place death does not usually take 
place early in the course of the disease, nor does it always 
appear to be a simple direct result of it. The pathological 
changes are functional rather than organic and the post- 
mortem appearances are not dramatic in death from status 
asthmaticus. Similarly in the social sense the results may 
be rather undramatic too, since many sufterers can for years 
carry on their life and work while fighting an unenviable and 
lonely battle with their disability. Finally, there is generally 
a lack of enthusiasm on the part of physicians to undertake 
the care of asthmatics, palliative therapy is easily available, 
specific therapy is difficult and ill understood. The aetio- 
logical factors involved are often multiple and a sceptical 
attitude is easy to adopt. The chest physician encounters 
many cases of asthma, but beyond excluding other causes 
for wheezing and dyspnoea and’ informing the family doctor 
he usually does no more. It would be impossible in or- 
dinary chest clinic practice to do more and indeed the 
family doctor is similarly handicapped by pressure of work. 
Here lies the need for a special clinic. The number of such 
clinics is small and few exist outside of London. The 
result at any rate is that most cases are treated sympto- 
matically and usually by their family doctors only. 

The reasons behind the establishment of an Asthma 
Clinic within the Birmingham School Health Service were 
(i) the obvious need to do something for asthmatic children, 
(ii) the need to co-ordinate existing services, (iii) the 
useful results which could be expected in children, and 
(iv) the opportunity offered to produce a really compre- 
hensive scheme embracing clinical and radiological investi- 
gation of the respiratory system, allergic study, psychiatric 
study, oto-laryngology, physiotherapy, domiciliary visiting 
and environmental control. Equally, important was the 
energy and enthusiasm of the Principal School Medical 
Officer, Dr. Cohen. Much committee work was necessary 
before the scheme could be started and this took the best part 
of a yeer. 


The Aetiology of Asthma 


Asthma can be defined as an illness which develops 
spontaneously in those with a hereditary predisposition. 
It is linked with other naturally occurring allergic mani- 
festations such as hay fever, rhinitis, flexural eczema and 
urticaria and is characterised by recurring attacks of dyspnoea, 
wheezing and cough due to a functional bronchiolar ob- 
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struction. Allergy is the basic aetiological factor. Without 
the allergy there would not be asthma, but there is often in 
addition an element of infection and of psychological upset 
of more or less importance. Endocrine upset may also 
play a part but this is rare in children. The typical signs 
and symptoms need no description except to say that cough 
is a frequent symptom and one which is often misinterpreted. 


Pathologically there is oedema of the mucous membrane 
of the bronchioles, blockage by thick mucous secretion and 
spasm of the smooth muscle. These changes can even be 
produced in isolated tissue in culture. 


Diagnosis requires exclusion of the very numerous causes 
of dyspnoea, both pulmonary and extra-pulmonary. Al- 
though it is seldom in doubt, mistakes can have very serious 
consequences as in foreign body in a bronchus, tuberculous 
glands and congenital abnormalities of the cardiac and 
respiratory systems. 

It is important to give due attention to all aetiological 
aspects and to this end a very detailed history is necessary. 

The form of the case record used in my clinic is based on that 
developed by Dr. D. A. Williams of Cardiff and is the result of 
his experience over 20 years. It is designed to record details of 
the onset, character and frequency of the attacks, history of 
allergic symptoms related to foods, inhalants or other factors, 
family history, the effects of season and change of environment, 
history of other allergic manifestations, history of other illness 
and details of the family and the patient’s place in that family. 
There is then recorded the results of physical examination and 
special investigations such as x-rays and laboratory investigations. 
The results of skin tests and food elimination tests, assessment, 
treatment and continuation notes complete the record. 

Initial examination involves an attendance lasting half to one 
hour and is seldom completed without several return visits of 
varying length. In some cases investigation may extend over 
weeks or even months and no case should be considered fully 
investigated until the results of treatment and adequate follow-up 
are known. Continued investigation frequently runs concur- 
rently with treatment, important factors often appear many 
weeks after the initial examination as a result of observation by the 
physician, the parents and the patient. : 

It cannot be over emphasised that skin tests are no short 
cut to diagnosis. While they indicate the presence of 
circulating antibodies giving an immediate wealing type 
of response a positive skin test does not necessarily mean 
that the cause of the asthma ¢ the antigen used or that another 
antigen not giving a direct response is necessarily of no 
importance. The most important investigation is the 
clinical history and this should be full and continually 
supplemented at later visits. The help of the health visitor 
is of tremendous value and home visiting is done in every 
case by visitors who have had special training in the work. 
Their observations are recorded on special record sheets 
designed to indicate the social, psychological and allergic 
background of each patient. 


Skin Tests 

Dr. K. Wilkin-Jensen of Copenhagen in a recent paper 
to the British Association of Allergists described his methods 
of investigation much as I have stated, but uses about 80 
skin tests. To most allergists this seems an excessively 
high number and it is seldom that I use more than a dozen. 
The prick test is the routine test but is supplemented by 
intradermal tests as required. The dose used intradermally 
should be very tiny, in the region of 0-01 c.c.m. and in- 
tradermal tests with pollens and foods should never be done 
as they carry a risk of a serious reaction. ‘The technique 
is simple but the interpretation requires some experience. 

Two types of skin response occur, the immediate and the 
delayed. In the immediate type of reaction the antigen excites a 
response consisting of increased vascularisation and whealing 
in 10-15 minutes. The manifestations of this type of reaction 
are asthma, eczema, hay fever, allergic rhinitis, urticaria and 
angio-neurotic oedema. In the delayed type of reaction there 
is a response consisting of induration and swelling after an interval 
of two or more days. Its manifestations are bacterial allergy, such 
as tuberculin allergy, and contact dermatitis. The antibody in 
the tuberculin reaction appears from recent experimental work 
to be attached to the mononuclear cells (Pepys 1954), 
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Food Allergy 

Two methods are used for the detection and confirmation 
of food allergy but both are rather tedious. The first is the 
food diary which is a record day to day of all foods eaten 
together with a record of symptoms. The second is the 
food elimination test. This is done by eliminating the 
suspected food completely from the diet for from four to 
tive days and then re-adding it. Positive results should 
give improvement during elimination and clear recurrence 
of symptoms on re-adding. It should be capable of re- 
petition to exclude chance occurrence of symptomatic 
variation simulating a positive result. The commonest 
foods to cause asthma are egg, milk, fish, wheat, potato, 
fruit, nuts and chocolate. Once the offending food is 
clearly implicated the treatment is by elimination. The 
commonest cause of failure is the result of incomplete 
elimination owing to the occurrence of the offending sub- 
stance in something still included in the diet. For example, 
egg may occur in cakes, meringues, salad cream, pancake 
flour, Yorkshire pudding, custard, etc. Lists of foods 
containing the common food allergens are helpful to both 
physician and patient. Children frequently tend to outgrow 
their food allergies and repeated test addition of foods can 
be tried at intervals of six months or one year. 


Psychological Investigation 

It is often of great assistance to have the help of a child 
psychiatrist and indeed if it were possible it would be ideal 
to have all cases seen by the psychiatrist. It helps in 
assessment of aetiology and in deciding on treatment particu- 
larly where a change of environment is contemplated. The 
attitude of the parents to the child may require correction. 
Most of the children need support but react badly to an 
atmosphere of tension and despair. It is important to guard 
against incorrect impressions. 

Two recent cases illustrate this. Both children were pro- 
gressing well until they paid a visit to their respective grand- 
mothers for a short holiday. Both became much worse and it 
would have been easy to conclude that the grandmothers were 
over-protective, -over anxious or that the separation from the 
parents resulted in the symptoms. In fact in neither case was 
this likely but the children were sensitive to house dust, and 
whereas their exposure had been limited as far as possible at 
home, the grandparents had taken no such precautions and their 
houses contained large quantities of old upholstered furniture. 
Infection 

Upper respiratory infection is a factor in the aetiology in 
some cases. Here the oto-laryngologist can be of great 
help. Rhinitis frequently accompanies asthma in children 
and is often easily recognised as allergic. The allergic 
nose is itchy, the mucous membrane is swollen, bluish and 
the secretion is watery. The infected nose on the other 
hand is not really itchy, the mucous membrane is red, 
excoriation may be present and the discharge tends to be 
thick and contains pus. One method of differentiation is 
by staining a nasal smear for eosinophils but this is not 
usually required in all cases. Eosinophils if present indicate 
allergy, pus cells infection. In assessing the importance of 
infection it is necessary to be very careful, for a child with 
asthma frequently coughs and sneezes, and young children 
particularly may have a rise of temperature during an attack 
of asthma. Where attacks are truly of infective origin they 
should be treated with penicillin or sulphonamide promptly 
as they occur and such sources of infection as enlarged un- 
healthy tonsils should be removed during a period when 
the child is relatively well preferably in spring or summer. 


The Allergic Equilibrium 

This concept is of practical value in understanding the 
aetiology of asthma. In any one case several allergic 
factors may be present, extra exposure to one may precipitate 
an attack. In addition psychological upset, respiratory 
infection or food upset may be the precipitating factor. 
Alteration in the autonomic tone may be the pivot between 
health and disease. It follows that removal of one of the 
factors concerned may be sufficient to effect striking improve- 
ment in a particular case, whereas in another more resistant 
case removal of more than one factor may be required to 
give success. Thus a proportion of cases will respond very 
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well to any one measure of treatment and in others only 
immense patience, persistence and treatment of every point 
of possible aetiological importance will result in success. 


Treatment 
General Measures 

As far as possible the ideal is to treat the patient while at 
home and attending an ordinary school. Only when this 
proves unsatisfactory is the patient recommended for a 
residential school or a period in Switzerland. Too often 
in the past one has seen children who have been in a resi- 
dential school for a period, temporarily improved, but just as 
bad as ever on their return home. Obviously they cannot 
remain in residential schools all their lives and they must 
be so treated that they will be enabled to live normal lives 
in their own homes, and on leaving school undertake useful 
employment. A more rational use of the open-air schools 
would be to employ them as a temporary refuge where 
treatment can be carried on in cases doing badly at home. 
All cases should be fully investigated first and any treatment 
recommended carried on at the school until such time as the 
child can come home on holiday and remain well. It is 
then time to leave the open-air school and go back to an 
ordinary school. 

This we have already begun to put into operation and hope 
to increase the turn-over in the residential schools and use these 
excellent and expensive facilities to the greatest advantage. Some 
thing of this nature is done at the Jewish National Home for 
Asthmatic children in Denver, Colorado. This home admits 
severely disabled children for a period of a few months. While 
there every method of treatment applicable is applied and at the 
same time the child’s own home, temporarily relieved of the 
mental, physical and financial strain is prepared for his return 
to an atmosphere of more calm sympathy and rational under- 
standing of asthma. Only severe cases are accepted which have 
proved resistant to treatment at home and success is claimed in 
95% of cases. 

Routine domiciliary visiting is carried out in all cases 
with the object of supplementing and checking the history 
obtained at the clinic and of assisting in the treatment 
particularly with regard to diet and control of inhalant 
allergens. While written instructions are given at the clinic 
they need to be amplified and explained and in some cases 
they will not be carried out thoroughly unless encourage- 
ment is given. 

House dust, horse hair, feathers, animal dander and similar 
inhalants found-in every house are the most frequent causes of 
inhalant allergy. These can be greatly reduced by damp dusting, 
vacuum cleaning of carpets, curtains and furniture, covering of 
pillows and mattresses with plastic covers and removal of all old, 
stuffed and unnecessary furniture, particularly from the bedroom 
of the patient. These measures should be most thoroughly 
carried out before any hypo-sensitisation course is given and must 
be maintaifed alwavs. In cases of pollen and mould allergy 
avoidance of gross exposure should be explained although pre- 
seasonal courses of injections will usually be required also. Be- 
sides the more obvious value of home visiting there is the less 
easily defined support that can be given to a troubled household 
and the improvement in the attitude of the family towards the 
patient which can be obtained. 

Other general measures are advice on the use of palliative 
therapy, psychiatric treatment, and removal of foci of infection. 
In any series there will be some cases which will benefit markedly 
from one or more of these measures. 


Hy posensitisation 

Particularly in mild cases the maximum effect of general 
measures should be obtained before instituting a course of 
injections. It is best to try and avoid them in very young 
children. 

The injections in very carefully graduated doses are given 
weekly starting usually with a 10°, solution of the usual weakest 
strength of solution used in adults. The greatest care is needed 
to avoid severe local or general reactions, and in Birmingham 
each patient is seen and the individual dose prescribed on each 
visit. The injections are given by the nursing staff and are 
carefully checked, the label on each bottle being read before and 
after filling the syringe, before yiving the injection. There is 
little danger of general reactions with dust solutions, but with 
pollens the danger is greater. Pollen courses are begun in 
December and cease early in May. No attempt should be made 
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to reach the maximum dose in every patient where local reactions 
become troublesome. 


Where there is any doubt about the clinical importance 
of pollen sensitivity it is best to observe the symptoms 
during one season before giving pre-seasonal injections. 
The control of a co-existing dust sensitivity may be sufficient 
to give relief of symptoms. More children give a positive 
pollen skin reaction than actually suffer from seasonal 
symptoms, Such children may develop hay fever or 
pollen asthma in adult life but hypo-sensitisation is of no 
value in preventing this and serves no useful purpose in the 
absence of symptoms. 


The density of the pollen cloud varies from season to 
season but even more from place to place. The pollen 
season is from the beginning of June until the beginning of 
August with variation on either side. The most trouble- 
some mould is cladosporium which is more prevalent in 
rural areas and occurs in highest concentration in the late 
summer. 


Preliminary Report on Some Cases in Birmingham 


The clinic in Birmingham commenced only nine months 
ago so that results of treatment have not been capable of 
analysis as yet. It may, however, be interesting to report 
briefly some of the observations made on a group of 72 
patients. 

The age distribution of the cases when seen was fairly even, 
but no less than 38 of the 72 cases (or 50%) had a history of 
asthma extending over more than five years. Fifty began to have 
asthma before reaching the age of five years. There was an 
allergic family history in 44 cases and in 24 one or both parents 
was an allergic subject. Where there was a history of allergy 
in a parent 80% of the children began to have asthma before 
they were five. Only six had previously had any special treat- 
ment before attending the clinic. Other associated conditions 
were rhinitis in 33 cases, a history of infantile eczema in 22, 
flexural eczema in 16, hay fever in three and urticaria in 11. 

A clear history of house dust sensitivity was obtained in 21 
cases, a history of food sensitivity in 20 cases, report of attacks 
precipitated by psychological upset in 21 cases, and of attacks 
precipitated by colds in seven cases. There was seasonal varia- 
tion in 15 cases. 

On skin testing 46 cases gave positive reactions to house dust, 
28 to pollen, 12 to feathers. In 16 cases no positive skin tests 
are recorded but in most of these full investigation has not been 
completed either because of failure to attend, apprehension in 
very young children, or nue of sufficient symptoms to justify 
extensive investigation. — 

Most cases show provement, some very marked but 
in those where initially no response is obtained it must be 
emphasised that further investiga‘ion must be undertaken. 
It.is most important not to give up hope when the initial 
treatment brings no response but rather to examine the case 
more thoroughly and to continue to make every effort to find 
the reason for failure. 

In nearly all cases breathing exercises are given at the school 
clinic nearest to the patient’s home. The exercises used are those 
recommended by the Asthma Research Council. In many domi- 
ciliary control of common inhalant allergens is carried out. Of 
the 72 patients, 25 are receiving hypo-sensitisation with solutions 
of purified house dust or mixed inhalants and three had pre- 
seasonal pollen treatment. Six patients have been recommended 
for residential schools and seven others were seen who were 
already in residential schools. Tonsillectomy has been done in 
two cases and another two cases are attending the Child Guidance 
Clinic. 

It is interesting to note the report of the Asthma Clinic 
run by Dr. Gemmell in Glasgow where in 100 cases less 
than half gave positive skin tests but of those that did treat- 
ment of the allergy met with considerable success. The 
results obtained by Dr. D. A. Williams in Cardiff were much 
better. He reports 21% completely free of symptoms 
over four-five years, 54°% definitely improved over a similar 
period, 15% unimproved or worse and 10% dead, of whom 
half died of their asthma. This group were all ages and the 
prognosis was better in asthma starting under the age of 
10 years than in later life. It was also found that the prog- 
nosis was better if the patient came to the clinic within 
the first five years of their illness. 
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Conclusion 

Asthma in children is an important cause of ill health and 
a serious risk to life in later years. Special facilities are 
required to investigate and treat these cases and can be very 
satisfactorily provided within the School Medical Service. 
Investigation and treatment must be thorough and embrace 
all aspects of aetiology. A considerable measure of success 
can be expected. 
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THE ANNUAL DINNER 


The Annual Dinner of the Society was held at the Con- 
naught Rooms, London, on Thursday, November 25th, 
1954, with the President, Dr. JEAN M. MAckKINTOSH, 
Administrative M.O.H. Maternity and Child Welfare, 
Birmingham, in the chair, and with some 150 members and 
guests attending. 

After the Loyal Toast had been honoured, Str HENRY 
COHEN proposed the health of the Society of Medical 
Officers of Health. He said :— 

“My first duty is to express to you, Madam President, 
my very sincere gratitude for the signal honour which you 
and your Council have done me in inviting me to propose 
this toast and in asking me to be your principal guest this 
evening. I am, as it were, to make up for Mr. Harold 
Macmillan, who has now been translated to the Ministry 
of Defence, and I understand that he thinks that this Society 
needs no defence. I do not wish to flatter myself as it were 
and take those consequences of Freudian repression which 
may be familiar to: some of you who work in certain parts 
of the school medical service. That, of course, explains 
Mr. Macmillan’s absence but not my presence. I knew, 
of course, that I had a certain reputation ; expressed in the 
language of bi-metallism, where we are told that speech is 
silvern but silence is golden. I knew that it had long been 
regarded that I was off the gold standard and I know indeed 
that I have by some of my medical friends been likened to 
that Member of Parliament of whom it was once said that 
he had sadly neglected his opportunities for silence. I 
then thought for a moment that perhaps you were motivated 
by that Biblical injunction which exhorts you to be hospitable 
to strangers ‘‘ Be thou mindful to entertain strangers for 
some have thereby entertained angels unawares.” Not 
in the wildest flights of my imagination could I evoke within 
myself any seraphic tendency which might answer that 
particular exhortation, and so I came to the conclusion that 
it was not because of any virtue of my own but from two 
accidents that I am with you to-night. 
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“The first is the accident of birth, and the second is the 
accident that I happen to be chairman of many—some of 
you will doubtless say too many—committees which deal 
with some of the problems confronting the National Health 
Service. I should like to say that, although I was not born 
in Liverpool, when I reached years of discretion I went to 
Liverpool. It was not a long journey, because I was born 
in Birkenhead ! Before, I might add, the tunnel had been 
built. Now Liverpool stands very high in the annals of 
public health history. Liverpool was the first authority to 
appoint a medical officer of health in 1846 and my colleague 
Bill Fraser has written an admirable biography of William 
Henry Duncan, the first medical officer of health in this 
country ; and if anyone would like to measure the rapidity of 
growth of public health departments may I just remind you 
that a year or so after William Henry Duncan was appointed 
medical officer of health in Liverpool he received a letter 
from the town clerk asking him to detail with names those 
who were working in his department. He wrote : “‘ Dear 
Mr. Town Clerk, W. H. Duncan. Yours sincerely, W. H. 
Duncan.”” Now we have hundreds, shoals, of doctors, 
health visitors, sanitary inspectors, food inspectors and the 
like. It was appropriate that the second city of the Empire 
to follow the example of Liverpool and make a surgeon from 
St. Thomas’s Hospital, John Simon, its medical officer of 
health was the City of London. He was also your first 
President. It is interesting because Liverpool and St. 
‘Thomas’s have very close relationships in another field of 
public health activity. Shortly after Florence Nightingale 
established the district nurses, the Queen’s nurses, William 
Rathbone, of Liverpool, was so interested in the movement 
that he established a similar movement in Liverpool, and we 
were delighted to welcome as our guests the Queen’s Institute 
a week or two ago when I had the privilege of speaking to 
them. But I do not propose to repeat the address I gave 
on that occasion. 


‘*“ Now it is true that in recent years the influence of 
Liverpool in this field has been predominant. I have only 
to look around and see fellow-students of mine ; students 
of mine now occupy some of the most important posts in 
preventive medicine in this country. The London County 
Council, of course, had for many years one of the most 
distinguished of your Presidents, Sir Allen Daley—my 
mentor in many ways and one whom I have always regarded 
with the deepest affection and admiration and, of course, 
after he had been in London there was no question that his 
successor had to be a Liverpool graduate and he was suc- 
ceeded by Dr. Scott who was in fact a contemporary of my 
own. Do you know, the City of London has not done 
badly out of Liverpool either, because although Dr. Charles 
White was sufficiently misguided to do his undergraduate 
work in Manchester and Dr. Metcalfe Brown here will 
know what were the kind of climatic conditions in Manchester 
which Dr. Charles White had to survive—though there is a 
story about that. It is said that on one occasion one of our 
daily newspapers had a competition, in which there were 
three prizes. The first prize was a week’s holiday in Man- 
chester, the second was a fortnight’s holiday in Manchester, 
and the third of course, was three weeks’ holiday in Man- 
chester with occasional visits to the public health department. 
Dr. Charles White, as I say, having reached years of discre- 
tion came to do his Diploma in tropical medicine which was 
so valuable for his work at the Port of London before he 
became medical officer for the City ; and he has been one of 
those whom Liverpool is proud to recognise as one of its 
sons. And at the Port of London you had until very 
recently another very distinguished Liverpudlian, Monty 
Morgan. His father was one of the first practitioners at 
Mariner Square in Liverpool, who called me out in consul- 
tation when I was almost a child and he was then one of the 
most distinguished looking practitioners then practising. So 
that, on those grounds, perhaps I have some claim to your 
attention on the vicarious grounds of these distinguished 
alumni of my own university. 


ot 


“Secondly, I have had some responsibility for various 
reports which relate to preventive medicine in its widest 
aspects and I would first like to call attention to the educa- 
tional report with which I was associated because, of course, 
it would be very easy in this atmosphere to make you feel 
that I have been stimulated to the extent of saying you 
really are the boys and the girls of this problem of medicine. 
But you know before I knew I was to be your guest this is 
what I said, and I propose to quote only these words to- 
night of anything I said before. I spoke in my Presidential 
Address to the B.M.A. of the great victories of preventive 
medicine and then I went on to say ‘“‘ I need hardly em- 
phasise that prevention is better than cure and that a service 
which maintains health is to be preferred to a service which 
promotes healing.”” Now that, as I say, was four years ago 
so I hope you will not feel that I am just “ soft soaping ”’ 
you to-night. Indeed it may soon well be that you will 
realise that I am not. 


‘‘ Perhaps it is the latest report which has been published 
with which I have been associated which has stimulated, 
motivated, activated the invitation to-night—the report on 
general practice in the National Health Service in which, 
of course, we were fortunate to have as members of our 
committee both Sir Allen Daley and Dr. Gibson, and very 
valuable members they both were. We also received from 
your Society one of the most valuable memoranda which 
came to us on the relationships between various parts of the 
N.H.S. But what might have been quite harmonious was 
marred just a little by some critical remarks in one of the 
local government journals, particularly on the question of 
health centres and, as it has all arisen from a complete mis- 
reading of what was in the report, perhaps I might take this 
opportunity of clarifying quite briefly what the situation 
was. 

** We in that report emphasised what were the real advan- 
tages of a group practice. We said that you could pool 
resources, knowledge, time in such a way that there was 
adequate leisure, a man had an opportunity of visiting 
hospital, of visiting his B.M.A. Division, of taking part in the 
medical administration of the N.H.S. without any risks to 
his practice if there was a proper group understanding 
between a certain number of practitioners, and moreover 
such a group could be quite independent of any outside 
body. Now we were criticised because we said that that is an 
aim which we should endeavour to achieve within a reason- 
able space of time, whereas we felt that the health centre 
ideal was one which could not be achieved within a reason- 
able space of time but that the group practice idea was at 
any rate a step towards the ideal of health centres. It was 
interpreted that we had damned the health centre as conceived 
in the N.H.S. Act of 1946. Now nothing was further, 
I am sure, from the mind of the Committee. We were 
quite satisfied that group practice and health centres are not 
antagonistic. ‘They are not conflicting ideas. We recog- 
nised that you could have a group practice without a health 
centre. I think some of us appreciated that you might 
have a health centre without a group practice but that you 
could not ensure harmony by six or eight doctors working 
in the same building, but we did lay down quite clearly 
our reasons for this and I should have thought the reasons 
were as valid and convincing as any set of arguments could 
be. However, as I say, we did have criticism and I do hope 
that before that is accepted at its face value you will re-read 
the sections dealing with health centres and group practice. 

“* At this stage I am reminded of an observation of Lord 
Hewart when he was Lord Chief Justice. He said that 
after-dinner speeches could, like Ancient Gaul, be divided 
into three parts : in the first part the speaker dealt at in- 
ordinate length with the difficulties of his task ; in the 
second part he dealt at equal length with his own short- 
comings for so formidable a task, and in the third part, if 
there was any time left, he dealt with the task assigned to 


‘him. ‘The time has come when I should turn to the task 


which has been assigned to me, which is to propose the 
toast of the Society of Medical Officers of Health, which 


next year celebrates its centenary. I do not propose to 
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recount the history of the great and resplendent achieve- 
ments of this Society. It has worked during the period in 
which if one related the triumphs of preventive medicine 
one would have to do so almost entirely in the jubilant 
strains of victory. We would relate the conquest of most 
infectious diseases, the changes in maternal mortality and in 
infant mortality and in child welfare and the like. Buc I 
do not propose to do that because it has been done by others 
in more felicitous phraseology than I could command. 
But I would like to say as a member of many societies how 
I feel that the work of this Society might well have contri- 
buted to it. I am a great believer in medical societies, in 
the coming together of men and women who have common 
interests. I have myself known how a chance meeting in a 
society such as this has led to a man’s career being a much 
better one.than it otherwise would have been. How some 
chance remark, some chance observation has stimulated an 
interest in, for example, some research problem which 
he has then pursued with advantage both to himself and 
to the community. It is in societies such as this in which 
friendship abounds that we can have the friendly banter and 
chaff and none of the vituperations which so commonly 
intervene in our medical relationships. I am here reminded 
of the verse in “‘ Rabbi ben Ezra ”’ that we who are working 
in the same field may well have different ideas should 
‘* welcome each rebuff that turns earth’s smoothness rough, 
each sting that bids nor sit nor stand but go:” And I 
suspect that in the course of the hundred years nearly com- 
pleted of this Society there have been many stings that have 
bid you to go and advance both your subject and your own 
interests. I am, of course, delighted to see that in 1ecent 
years there has been a widening of interest within this 
Society by your electing Fellows who are interested in child 
health, in social medicine, members of the public dental 
service and so forth, but I hope that you will go even further. 
You know, a great deal is spoken on your side about the non- 
co-operation of hospital staffs with the work which you do. 


But one of the best methods of ensuring co-operation is just - 


as the physicians have admitted to their fellowship, both 
the small ‘“‘f”’ and the capital “ F,” men who work in 
your service, so you should admit to your fellowship men 
whose prime interest has been in the general field of clinical 
medicine and who are clearly interested in the social impli- 
cations of the work which they do. It must act both ways 
and if it does there will clearly be greater understanding. 


‘“T am not going to say very much about the N.H.S. in 
general. I am not one who shares some of the views which 
are held by some about the difficulties of the Service. I know 
that as an administrative structure it is tri-partite, and that 
that has been a criticism which has been levelled against 
from its initiation. I believe it is an administrative difficulty, 
I do not believe that it is necessarily a bar to the most com- 
plete co-operation between those who are working in any 
field of medicine, as I am one of those who holds very 
strongly that the harmony of our health service is not de- 
pendent upon regulations. I do not believe for a moment 
that any regulations will ensure or foster concord within 
the service. What will overcome all the obstacles to a so- 
called tri-partite structure is the goodwill and the desire to 
co-operate of those who are playing their part in each of the 
major services which comprise our health service. 


“My task is yet not completed. At the outset we were 
asked to rise as the President and his lady. But you see I 
am now left with the better half, which is with you, Madam 
President. Now this is an exceptional year for this Society 
because it is not only the 99th year of its existence but it 
is the first occasion on which you have had a lady President. 
We may therefore appropriately recall that in the past fifty 
years perhaps the greatest advances since the conquest of 
many infectious diseases in the first half of this century, 
have been in the fields of child welfare and of maternal 
welfare, of infant welfare and the like. How appropriate 
then is it that in this very important year, this pre-centenary 
year, you should have in your Presidential chair one who has 
played so prominent a part in the achievements which are 
the outstanding advances of this half century. And it is 
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right and proper that she should at this period receive from 
you the greatest honour which it is in your power to bestow, 
the Presidency of this great Society. So I congratulate you, 
Madam President, in the name of all those present who are 
not members of this Society and I am sure in the name of 
your Society also. The distinction is one which, no one 
doubts, could not be more worthily held and one which you 
have very worthily won. 


‘“‘ Ladies and Gentlemen, it is now my very great privilege 
to ask you to rise and drink to the continued health and 
prosperity of the Society of Medical Officers of Health, 
coupled with the name of its President, Dr. Jean Mackintosh.” 

Dr. JEAN M. MAcKINTOSH, replying to the toast, said :— 

‘* First of all may I say thank you very much indeed for your 
very kind reception of this toast coupled with my name, and 
how glad I am that you have all been able to come. 

‘* Sir Henry has mentioned the fact that he was not our 
original choice for guest. He has no need to apologise for 
his presence. We have had a habit of asking a Minister 
of the Crown to be our guest of honour. Quite frankly this 
was because we thought it was good policy. We have been 
spared listening to a departmental brief suitably embroidered 
and we have at least had an original speech, a brilliant speech, 
from someone in another branch of the profession who is 
really interested in public health and therefore, Sir Henry, 
we are very delighted that we had the excuse—that Sir 
Winston Churchill was so kind as to alter his Government 
at the appropriate time—so that we could invite you. 

“The Society of Medical Officers of Health is a small 
society in numbers, but, if I may use a Scots phrase, we 
think that good quality comes in small bundles and that 
though we are small in numbers we have very good quality. 
Of course, Sir Henry was rather daring to talk so much about 
Liverpool. I rather had the impression that most of the 
medical officers of health in this country came from Scotland. 
I know that Rirmingham rather élaims importance at the 
present time, particularly as Dame Hilda Rose—whom I 
am so happy to see here—is the other woman who has 
achieved a similar honour to that which I received this 
evening. 

‘For a time in the National Health Service we medical 
administrators have been treated rather roughly. We have 
been fobbed off with the idea of administrators with medical 
knowledge. I do not know what they mean about that, 
perhaps they thought we had taken a course or two in home 
nursing or first aid to qualify for the position. It seems to 
me that the tide is turning. In fact they rather remind me 
of the man who went into a florists and ordered a wreath, 
and when the girl who was serving him said, ‘‘ Where do 
you wish it to be delivered ?”’ he said, ‘‘ Oh, she is not dead 
yet, but it is a dead cert.’’ There are some people who felt 
like chat about public health, but of course that is not true. 
In fact we are rather like the man who went into the same 
shop, who had ordered a wreath and returned very hastily 
the next day and changed it for a bunch of flowers because 
the patient was recovering. We are recovering from what 
we thought was 2a rather difficult time at the beginning of 
the N.H.S. 

‘Of course, we are told that a good administrator can 
administer anything and it is not really necessary to have 
any specialised knowledge. Well, I think perhaps a little 
knowledge is a dangerous thing. It rather reminds me of the 
matron of a maternity home who rather fancied herself as a 
plumber. There was a blockage in the drains and she was 
called to the rescue and she said to the porter, ‘‘ Fetch me a 
listening rod.’”’ He went away and in due ‘course returned 
with a foetal stethoscope. 

““T do not know whether any of you have had an oppor- 
tunity of looking at the report that has been issued on the 
internal administration of hospitals, but there you will see 
that at long last at least one government-sponsored committee 
has agreed that it is possible that a medical administrator 
should be of the same status as a consultant, in that they 
are to have the same remuneration if the recommendations 
of the committee are carried out. So I think we in the 
Public Health Service might take heart from that and feel 
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that perhaps that is a straw showing which way the wind is 
blowing—that in fact we will in time be recognised as what 
we really think we are—an essential pert of the N.H.S. 
Of course, after wars everybody is filled with enthusiasm and 
one of the things that we have to supply in a period of 
transition is that everybody thinks they can do our job 
better than we can do it ourselves. Enthusiastic amateurs 
think they know very much more—that we have not done 
very well and they can improve on our situation. It reminds 
me of the last two lines especially of a little verse which went 
something like this : 


‘““T thank the kind lady who weighed me with care 
And the nursery school clinic which tended my hair, 
I thank the youth movement, so anxious for me 
My mother, God bless her, she never sees me.” 


“Through all this plethora of enthusiasm we, I hope, in 
the Public Health Service have kept our sense of humour 
and kept on an even keel. Looking forward to the future, 
it seems to me that we have three spheres in which we want 
to extend our influence and our contribution. First of all, 
I think in the local authority service we want to assert still 
more the fact that the contribution of medical officers of 
health and their departments is important in every depart- 
ment of local authorities. We have prepared a lengthy 
memorandum on the duties of the medical officer of health, 
which will presently see the light of day and will emphasise 
what we feel in that particular matter. There are things that, 
if we had had Mr. Harold Macmillan here this evening, I 
would have liked to say to him. Although we would have 
had to congratulate him on his really fine record in the 
direction of houses we would like to remind him that to 
provide houses is not enough—we have got to provide happy 
families to live in them, and that is a contribution which I 
am sure the Public Health Service has to make, to help 
people to live happily in the houses provided. This reminds 
me of the story of a small boy in Birmingham who was living 
in a hotel until such time as his family could get a house, 
and somebody said to him, ‘‘ We are sorry that you have not 
got a home, Johnnie.”’ He said, ‘“‘ But we have got a home, 
what we haven’t got is a house.’’ I think you will agree 
that that is the crux of the problem ; although it is for the 
government to provide a house, it is for the Public Health 
Service to help people to live happily in them. 

“The other thing is to assert once more that we do believe 
in local government. I sometimes wonder when I hear 
about local authority associations clamouring for increased 
government grants whether they are not getting a little soft— 
trying to sell their birthright for a mess of pottage in wanting 
to have the Ministry of Health or the other government 
departments increase their grant. It seems to me that 
that is quite a wrong thing to do. 

‘*Sir Henry was talking about general practitioners. I 
think that whatever may have been said in the medical 
journals the Public Health Service does not misunderstand 
what is meant. We understand quite clearly that it is 
quite possible to erect buildings but it is quite another 
thing to get people to work in them. We would endorse 
all you said about group practice and general practitioners 
working together. We hope that public health services 
have made tremendous strides in that direction. We have 
a little further to go I think with the consultants in the 
hospital services. Perhaps they have less understanding 
of the sort of work we do, although I am glad to know that 
some of the consultants’ committees are now inviting the 
members of the Public Health Service to serve on them. 
I would like to see the day when on every hospital medical 
committee there was a public health medical officer working 
along with them and I am sure that it is only when we arrive 
at that stage we will get that integration we all want so much. 

““One of the difficulties which we in the Public Health 
Service have to face is that we have to work so much through 
other people, and that means, I think, that we have not 
really advertised ourselves as much as we ought to have done. 
Our public relations could have been substantially im- 
proved. I think we are rather afraid of the press. They so 
dearly love a headline and the headline to us so often may 
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mean, so we think, a distortion of the truth. Now when 
I have approached some friends of mine who are reporters 
about this they look rather shamefaced and blame the sub- 
editor. Now I have never met a sub-editor, but I have 
always felt he was the sort of person who struck his wife in 
the middle of the night and wakened her up and said “ I’ve 
got a line.” So I feel we have got to get over this fear we 
have of words. 


“On the other hand I do think that perhaps we might 
adopt the idea of a press conference in relation to our annual 
reports. We have so much of interest to tell and it is, 
1 think, a great pity we do not sell ourselves a little better 
than we have done in the past to the world at large. As an 
illustration of this, if you look at the headlines in your 
newspapers this evening you will see that ‘“‘ smog ”’ is news. 
“* Smog ”’ has been with us a long time, but it requires a few 
people to die before it gets a headline in the national press. 
We have drama to tell them about, but a different kind, and 
I think we might very well consider doing something about 
it. I heard rather a good cliche the other day—something 
about ‘ the longer the spoke the greater the tire.’ I think 
that it is time my ‘spoke’ was finished in case you tire 
unduly. 


“In eighteen months or so this Society will be 100 years 
old. When we look back on Chadwick and all he had to 
suffer and fight for, then I think our problems of the present 
day sink to proper proportions. When we remember that 
we are his heirs and draw inspiration from that fact I think 
that the members of this Society will go from strength to 
strength in the future and that we shall surpass our achieve- 
ments of the past.” 


Dr. ANDREW TopPING, C.M.G., proposing the health of 
the guests, said that for many years it had been his lot to 
listen to after-dinner speeches and the one that always 
struck him as the most fatuous was the toast to the guests. 
He proposed to adopt a rather different technique and, like 
Jack Horner, pull out the odd plum here and there. The 
first ‘‘ plum,”’ of course, must be the principal guest, Sir 
Henry Cohen. Many times political exigencies had been 
advanced as reasons for not doing something that the Public 
Health Service wanted. For instance, smoke abatement. 
They had been fighting smog for the last fifty years and 
nothing had happened until a few years ago when a few 
people died and now everyone listened. If, as he had said, 
political exigencies had been responsible for Sir Henry 
Cohen’s presence that evening he was thankful. He was 
a most amazing man. A number of students who suffered 
from multiple diplomatosis on his school and in many other 
schools, but Sir Henry suffered he thought, from another 
disease—multiple presidentosis. He was president of more 
important committees than any other man in the United 
Kingdom and that was not because he was seeking notoriety 
but because people had discovered that he was a man with 
the brain and the efficiency and the savoir faire to run 
committees well. He had gone up to Liverpool to give a 
talk to their very active social services group and he was 
amazed to find Sir Henry Cohen on the platform there. 
Just recovered from a serious illness, he came along to give 
a talk and obviously his influence in that social services 
group was just as great as it was elsewhere. The Society 
was very flattered and happy that Sir Henry had been able 
to come along that evening to speak to them. 

Every year they hoped to have the presidents of the 
Colleges to their dinner. Unfortunately that evening they 
had only one with them for various reasons. The Presidents 
of the Surgeons and the Physicians were unable to come. 
They were delighted to have Dr. Gemmill, President of the 
Royal College of Gynaecologists and Obstetricians, with 
them. The speaker said he would like to tell him how much 
he, as an old hand at public health, regretted the strangling 
of the local authority ante-natal clinics which had been the 
inevitable result of the new service. He often wondered 
to himself what the maternal mortality rate would be without 
antibiotics at the moment. He was particularly sorry, for 
personal resons, that Sir Harry Platt was unable to be with 
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them, because for the last forty years he had put prevention 
in the forefront of his orthopaedic surgery. He was sorry, 
too, that Sir Russell Brain coula not be with them. 

They were always glad to welcome Dr. Gregg, Chairman 
of the B.M.A. Their relationship with the B.M.A. had 
always been good and, with all respect to Dr. Gregg, he 
would like to suggest that a good deal of the credit for that 
was due not to one of the Society’s official guests but to 
Dr. Kelynack. 

A regular attendant whom they were always glad to see at 
their dinner was Dr. George North, the Registrar General. 
They were always grateful for the courtesy and help received 
from him and from his staff. Representing the Central 
Midwives Board was Mr. Arnold Walker—rather amusing to 
note that out of all the medical guests that evening Mr. 
Walker was the only one holding a London medical qualifi- 
cation. 

Dr. Topping then mentioned the presence of two old 
friends, Sir Fred Messer, Chairman of the Central Health 
Services Council, and Dr. Arthur’ Massey, Chief Medical 
Officer, Ministry of Pensions and Netional Insurance. He 
wished to draw particular attention to the presence of the 
Chairman of Council of the Royal Sanitary Institute, Mr. 
John C. Morris, who was really one of themselves since he 
was engineer and surveyor in the Metropolitan Borough 
of Finsbury. For the first time they had the Chairman 
of the Sanitary Inspectors Association with them at their 
dinner, which provided a good opportunity to say how much 
the work of the sanitary inspectors was appreciated. There 
was a lot he would have liked to say, had time permitted, 
about the relationship of their Society with the Sanitary 
Inspectors Association. In addition, they had _ visitors 
representative of the urban and rural district councils. 
The Society was very happy to see them because on their 
goodwill so much of the success of the medical officers of 
health depended. 

Turning now to the personal guests of the President, he 
would like first to say that he realised that evening that there 
was something different from usual at the top table ‘and 
wondered whether there had been. some change _ in 
format of the jewellery of the Presidential badge and then 
he had realised that there had been no change at all—it 
was just a case that as with other jewels the setting made all 
the difference ! 

He had had the effrontery to say that he could find no 
Dame Hilda Rose in any books of reference and then he 
was given the answer ; he would wish to add that a Lloyd 
by any other name would be just as charming ! 

The second personal guest was from the Ministry of Health 
—Dr. Albertine Winner, who had had a wonderful career 
in the medical side of the women’s health service. ‘Then 
came Dr. Annis Gillie—among other important jobs she 
was medical officer of the institute which represented perhaps 
the most depressed and unrepresented body of workers in 
the country—the Insticute of Houseworkers. 

Dr. Topping continued by saying how glad he was to see 
the press. For many years past there had been a feeling 
that they had not given very much coverage for the dinner, 
but throughout the year he was sure a lot depended on 
getting propaganda over to the public and the press were 
valuable in that direction. They also welcomed all the 
private guests who were with them. 

The most important spot of his speech was arrived at 
with the mention of Alderman Yorke, of Sheffield, whose 
name was linked in this toast to the guests. Alderman 
Yorke had originally been a steel worker who had made his 
way, as so many of them had done in other professions, up 
to be mayor of his home town of Sheffield. During this 
same period he was also chairman of the public health 
committee. A good friend of his in Sheffield had told Dr. 
Topping that Alderman Yorke had always been a firebrand, 
and in old age was growing more lively than ever. He had 
also heard that Alderman Yorke’s keen interest was in trying 
to amalgamate public health and social welfare depart- 
ments ; that was a very reasonable aim in life. He had 
also been told that he was particularly interested in the state 
of the disabled. He had also gone on record as saying 
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that old age was not of itself a disablement. He would 
agree with that. 


Obviously Alderman Yorke had done 2 tremendous lot 
to help the progress of public health, not only in his own 
area but in other parts of the country. He had been chair- 
man of the Central Council for Health Education since 
1951, and that was perhaps one of the mosc¢ important 
agencies for helping to improve the health of the nation. 
He had much pleasure in proposing this toast of ‘ The 
Guests,” coupled with the name of Alderman Yorke. 


Alderman W. E. Yorke responded to the toast of the 
Guests, saying what a great privilege it was for a layman 
to have the opportunity of addressing such a gathering. 
Up to the moment the ball seemed to have been in the 
northern half and was centred on Liverpool. He found 
himself in a difficulty ; he had married a girl from Lanca- 
shire 48 years ago and they had agreed on their wedding 
day that the Wars of the Roses should continue. He could 
not agree to Liverpool being the centre and he thought he 
had better try to’ bring it further south, but not into the 
south. It might be a good idea to tell a little story about 
Bradford. When trade was bad, two men met at the door 
of the Wool Exchange—one going out and the other coming 
in. ‘The following conversation took place : Morning,” 
Morning,” Owt ?’”’ Nowt.” Morning,” Morning.”’ 

He wanted to pay tribute to medical officers of health for 
the service they had rendered to the local authority associa- 
tions, upon one of which he served, and the Central Council 
for Health Education. He would like to acknowledge 
their work and help to the Association of Municipal Corpora- 
tions ; they had always had a team of medical officers who 
had been at their service, without the power to vote, but to 
advise and assist with all the problems and he was happy to 
say that on no occasion had there been any conflict between 
the lay and the professional sides. The medical officers of 
health had given them very good service and this was the 
first opportunity he had had to give public expression to the 
thanks he and the local authority associations felt too. 

So far as the Central Council for Health Education was 
concerned, they were very well served there and the five 
medical officers on the Committee were always delighted 
to give all the help they could. He felt sure a great deal of 
credit was due, to them for the work they had done in the 
field of health education. 

He knew he was charged with a tremendous respon- 
sibility in expressing to the President and the Society the 
thanks of the guests. But inasmuch as Dr. Topping had 
referred to him as a “‘ firebrand’”’ he hoped they would 
forgive him if he posed one or two questions in an inquiring 
frame of mind, in order perhaps that he might stimulate 
their attention. 

He had had the honour to serve with Sir Henry Cohen in 
saying to co-ordinate the health services—and after two years 
a report was issued but nobody took the slightest notice of 
it. But that co-operation was beginning to grow and begin- 
ing to work without any rules or guidance, and, he was 
delighted to see that happening. There was a tremendous 
field of service that in his opinion the medical officers of 
health might embark upon. That opinion was not offered 
in any critical spirit, only in an inquiring frame of mind. 
First of all he had been impressed as a layman with the 
wide and tremendous opportunities that had been afforded 
by the extension of the domiciliary services. They had not 
touched a fringe of the work that could be done there. 
Speaking again, not as an expert but as a layman, he was 
impressed by the fact that there were now 6,000 less beds 
for infectious cases in this country then there were six years 
ago, and he believed that the Public Health Service had made 
a great contribution to that result. If that was sound, was 
it not better practice to prevent people from being ill rather 
than to treat them when they were ill ? After all, the hospital 
was a place where they did running repairs and the job of 
the public health services was to put the human machine 
on to the road in such good shape that it would not break 
down. He thought, for that reason, there was a great deal 


they could do. 
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What was happening was, as Dr. ‘Topping had mentioned, 
that efforts were being made to make people live longer, and 
““more power to their elbow.”’ But that was not sufficient. 
What were they going to do with the “‘ old fogies ’’ when they 
did live longer? They would demand an outlet for their 
energies, and demand to make a contribution to the well- 
being of the state, and a great deal could be done by the 
public health services in that direction by encouraging old 
people to feel that when they got into bed at night their 
day had been worth while, and that to-morrow, when they 
got up, there was something for them to do. That was the 
human aspect of the problem which would have to be looked 
at. 

The other thing was that it was being realised that a 
human being was a very valuable asset. The fact was 
that he was a valuable economic asset. He had heard of an 
American insurance company who had been trying to assess 
the money value of a man, and they had come to the con- 
clusion that the money value of a man was a sum of money 
which, invested at a reasonable rate of interest, would 

“maintain a child up to the age of 16 plus an amount equal 
to what he would earn up to the age of 60. 


While he was concerned about the economic value of a 
man, he was more concerned about the social value of a 
man, and he thought opportunities of taking care of human 
material had been neglected. ‘There was another outlet 
for their energies. In that connection he had spent an hour 
or two the other morning giving evidence before an expert 
committee on rehabilitation, trying to find if something 
could not be done for people who were perhaps sub-standard 
in efficiency but who would like to make a social contri- 
bution to the well-being of all. 

The stage had now been reached at which all grades of 
disabled people were being looked upon as one group. 
Previously there had been, sentimentally, one privileged 
class—the blind—but he believed that all the groups of 
handicapped people had equal claim upon the sympathy and 
support of all and the problem must be approached in a 
comprehensive way, all handicapped people being dealt 
with on a common basis—each according to his need and 
ability. He would respectfully request that the medical 
officers might look into that matter, for in his view it was 
primarily a medical question and not merely a welfare 
question. He believed that health education could play an 
important part in that problem and it would yield real 
dividends. Health education, preventive medicine and 
social care were one service, indivisible, and when that was 
properly realised and the problem was approached from that 
particular angle, then, he thought, the preventive services 
of the health education services could make progress. 

He said he would like to be allowed to ride his own parti- 
cular hobby horse for a short while. In his own city of 
Sheffield they were faced with the greatest smoke problem 
in the world. Within ten square miles of concentrated 
furnace production there were 3,900 factory and furnace 
chimneys. That was in the beautiful Don valley so aptly 
described by Sir Walter Scott in Ivanhoe. He had per- 
suaded Sir Hugh Beaver to go to Sheffield and see the smoke 
problem and he did agree that Sheffield had the greatest 
problem of this kind in the world. There they had the only 
statutory smoke abatement committee in Gt. Britain, of 
which he had the privilege to be the chairman. He was 
very concerned about this Beaver Report—in fact he was so 
much concerned about it that he felt the medical officers 
of health and those responsible should see that the people 
got clean air as well as clean water and clean milk—was of 
as much importance as the others. It was a crime to dese- 
crate the countryside in the way we had ; the people were 
entitled to beauty as well as pure air, and that it could be 
obtained had been established. Well, the Beaver Report 
was issued ; in one of the London evening newspapers it 
had said ‘‘ Let the local authorities get to work.’’ That 
showed the collective ignorance of the community on the 
problem. There had to be new legislation before effect 
could be given to the desires of the people in that connection 
and that was where the fight would be. If he was to be in 
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that fight, Alderman Yorke said he would be proud of the 
title of ‘‘ firebrand’ in that particular connection. 

He pleaded with medical officers of health to put them- 
selves in the forefront of the fight for clean air. Let the 
local authority associations make their voices heard on the 
floor of the House of Commons. ‘Too many reports of 
commissions had been put into pigeonholes. He said the 
fight was necessary for the welfare of the nation. The 
housewife must be told that ; and that with her smoking 
chimney she might be just as great a sinner with regard to 
the ‘cause of lung cancer as the person who smoked too 
many cigatettes. He hoped they were all going to take 
their place in that fight and that they would not wait until 
somebody else made a move. The initiative must come not 
from chairmen or committees but from medical officers 
themselves. It was up to them to put their case up to their 
chairmen who would then be able to put it across. 

Finally, he would like to have one little quirk at the 
medical officers, in a friendly way. At one time he used to 
like looking at timetables. But in that he was in a very 
small minority. There were people who would browse 
through the report of a medical officer of health and he 
himself could browse through one and see a picture of the 
well-being of thousands of human beings. But he asked 
himself one question—did the ordinary man-in-the-street 
read it in that way ? When he went into his public library 
and turned over the statistics was he bothered about it ? 
Or did he want to know the winner of the 2.30 ? He would 
like, if he might, to suggest that they might consider making 
their reports more attractive to the people, in order that 
they might be stimulated to read and understand what was 
meant rather than issuing them in the form that could only 
be read and understood by a statistician. ‘That was only 
a very homely and friendly criticism offered from a layman’s 
point of view. 

Alderman Yorke concluded : ‘‘ Now, Madam President, 
at this late hour I will not trespass upon your hospitality 
any further except to say this, that I hope I have been able 
to discharge my duty adequately to express to you our 
sincere thanks at being able to break bread at your table, 
and to thank you for the toast that has been proposed, and 
you ladies and gentlemen for the way in which you have 
received it.” 


CORRESPONDENCE 


HeaLtH Visirors AND MENTAL HEALTH 
To the Editor of Pustic HEALTH 


Sir,—May I bring up one point from the article by Dr. 
MacQueen in your November issue ? He suggests that the six 
or seven lectures which health visitor students receive in mental 
health are not sufficient to give them insight into the problems 
arising in child upbringing. 

At Battersea Polytechnic and, I believe, at other training 
centres in London, health visitor students, in a course lasting 
three terms, receive 28 lectures on psychology. This includes 
the development of the individual from birth to old age and 
includes not only normal child behaviour but also the problems 
of the broken homes, those with a mentally defective child, a 
certain amount on the psychoses and psychoneuroses. Special 
lectures are also given on the Marriage Guidance Council and 
topics associated with other branches of mental health. 

Nine lectures are given in addition on the theory and practice 
of education to fit the health visitor for her role as a health 
educator. y 

I feel that with this number of lectures the health visitor should 
be better equipped than her colleague the doctor, who may well 
have had to pick up scraps of knowledge as she goes along, and 
who, as far as I know, cannot benefit by a course of this type 
anywhere. 

Yours faithfully 
FAITH SPICER, M.B., B.S., 
A.M.O., L.C.C., 
Lecturer in Child Health, Battersea Polvtechnic. 
76, High Road, 
Bushey Heath, 
Herts. 
December 11th, 1954. 
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THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 


Notice of Annual General Meeting and Annual Reports of the Council, the Honorary Treasurer and the 
Editor of “Public Health,” together with the Balance Sheet and Income and Expenditure Account, for 
presentation to the Annual General Meeting, January 14th, 1955, at 12.45 p.m. 


ANNUAL GENERAL MEETING 


Notice is hereby given that the Annual General Meeting of 
the Society will be held at Tavistock House, Tavistock Square, 
London, W.C.1, on Friday, January 14th, 1955, at 12.45 p.m. 


AGENDA 

1. Minutes. 

2. Correspondence. 

3. To receive the Annual Reports of the Council, the Honorary 
Treasurer and the Editor of PuBLic HEALTH, for the Session 1953- 
54 ; and to adopt the Balance Sheet and Income and Expenditure 
Accounts for the year ended September 30th, 1954. 

4. To appoint the Auditors for the Session 1954-55. 

5. Election of Fellows (list of candidates enclosed with this 
issue of PuBLic HEALTH). 

6. Nominations for the next election. 

7. Election of Life Members as follows :— 

Metropolitan Branch 
Dr. Muriel H. Radford (formerly M.O., Bethnal Green, 
Lambeth, Chelsea and Wandsworth M. & C.W. 
Centres). Joined the Society in 1920. 
Dr. H. W. Barnes (formerly M.O.H., Camberwell M.B.). 
Joined the Society 1919. 
Dr. H. S. Banks (formerly Senior Physician Super- 
intendent, Park Hospital). Joined the Society in 1919. 
Dr. Mary Kidd (formerly Asst. M.O., L.C.C.). Joined 
the Society in 1921. 
Southern Branch 
Dr. H. L. Cronk (formerly C.M.O.H., Hants C.C.). 
Joined the Society in 1924. 
Northern Branch 
Dr. C. M. Richardson (formerly Asst. S.M.O., Stockton- 
on-Tees). Joined the Society in 1920, 
North-Western Branch 
Dr. H. G. Trayer (formerly Physician Superintendent, 
Baguley Hospital). Joined the Society in 1921. 
Dr. E. H. Walker (formerly M.O.H., Stretford M.B. and 
Urmston U.D.; Div. M.O., Lancs C.C.). Joined 
the Society in 1920. 
Home Counties Branch 
Dr. C. E. E. Herington (formerly M.O.H., Dagenham 
M.B.). Joined the Society in 1923. 
Dr. A. F. Adamson (formerly M.O.H., Hendon M.B.). 
Joined the Society in 1923. 
By Order, 
S. R. Brace, 
December 30th, 1954. Administrative Officer. 


ANNUAL REPORT OF THE COUNCIL, 1953-54 


During the past session 91 Fellows and four Associates have 
been elected to membership. This very satisfactory addition to 
the strength was largely the result of the efforts of the Branch 
and Group Officers and of the Central Office Staff. 

Forty-five resignations were accepted during the session, but 
it was possible to retain the names on the register of 15 members 
who had retired from active practice, but who had subscribed to 
the Society for 30 years, by their election to fully paid Life 
Membership, under Article 12 of the Articles of Association. 


Deaths 
The Society mourns the death, recorded during the session, of 
the following 22 members :— 
Dr. Maria L. Beldon (formerly A.M.O., M. & C.W., Leeds 
C.B.). 
Dr. Edward J. Boome (formerly Principal M.O., Public 
Health Dept., L.C.C.). 
Dr. William L. "Burgess (formerly Prof. of Public Health and 
Social Medicine, St. Andrew’s University). 
Dr. Thomas Carnwath (formerly Deputy Chief M.O., 
Ministry of Health and Board of Education), 
Sir George Elliston (formerly Executive Secretary and an 
Honorary Fellow). 
Edward A. Fitzgerald, Esq. (formerly Chief Dental Officer, 
Co. Armagh). 
Dr. Thomas Yule Finlay (formerly M.O., M. & C.W., and 
Asst. M.O.H., Edinburgh). 


Viel Jacques (formerly A.C.M.O., Cumber- 

and). 

Dr. Walter St. C. McClure (formerly Dept. M.O.H., Man- 
chester C.B.). 

Dr. Arthur B. McMaster (formerly M.O.H., Dover M.B. 
and Port). 

Dr. Christopher J. McSweeney (formerly Medical Super- 
intendent, Cork Street Fever Hospital, Dublin). 

Dr. Ernest H. M. Milligan (formerly M.O.H., Glossop M.B. 


and R.D. 

Dr. Arthur A. Mussen (formerly M.O.H., Liverpool C.B. 
and Port). ‘ 

Dr. Archibald Ogg (formerly Chest Physician, Wolver- 
hampton). 


Dr. Arthur L. Ormerod (formerly M.O.H., Oxford C.B.). 

Dr. Harry W. Pooler (formerly M.O., Infant Welfare, 
Derbyshire C.C.). 

ae — E. Porter (formerly M.O.H., Reigate M.B. and 


.D.). 

Dr. Aneurin E. Roberts (formerly M.O.H. and S.M.O., 
Flintshire). 

Dr. Ralph D. Smedley (formerly Consulting M.O., West 
Sussex C.C.). 

Dr. G. E. St. Clair Stockwell (formerly S.M.O., City of 
Leeds). 

Dr. John M. Thomas (formerly M.O.H., Chelmsford M.RB.). 

Dr. Arthur H. Wilson (formerly M.O.H., E. Wilts C.S.D. 
and A.S.M.O., Wilts C.C.). 


Honorary Fellowship 

Sir Andrew Davidson, formerly Chief Medical Officer, Depart- 
ment of Health for Scotland, and Dr. A. A. F. Newth, formerly 
Principal School Medical Officer, Nottingham C.B., have been 
elected to Honorary Fellowship of the Society. 


Present Strength and Recruitment 


Allowing for the above additions and losses, the strength of 
the Society at September 30th, 1954, was made up as follows :— 


Honorary Fellows 17 
Subscribing Fellows _... 1,899 
Associates or 100 
Fully-paid Life Members 171 
‘Temporary Members (Students) 4 


2,191 


The total at September 30th, 1953, was 2,162, so that there 
has been a net increase of 29 members during the session under 
review. 


Meetings Held During the Session 


The Council held four meetings during the year, on October 
23rd, 1953, February 19th, June 18th (in Manchester) and 
September 17th, 1954. The General Purposes Committee met 
on December lith, 1953, and on April 9th and July 16th, 1954, 

Dr. C. Metcalfe Brown was installed as President of the Society 
by his predecessor, Dr. Andrew Topping, at the London School 
of Hygiene and Tropical Medicine on September 17th, 1953. 
Dr. C. Metcalfe Brown’s Presidential Address, ‘‘ The National 
Public Health Service,” was published in the October, 1953, 
issue of the Journal. 

Other Ordinary Meetings were held on February 19th, April 
9th, June 18th, July 16th and September 16th. The Meeting 
on June 18th was held in Manchester in the afternoon following 
the Annual Provincial Meeting, when Mr. Norman Fisher, 
M.a., Chief Education Officer, City of Manchester, delivered an 
address entitled ‘‘ Is Education Necessary ?’’ Members of the 
Council had previously been the guests of the Manchester Cor- 
poration at a Luncheon and the Council is grateful for the kind 
hospitality shown to its members. 


Membership of Council 
The membership of the Council for the session was as follows :— 
Ex officio Members.—President : Dr. C. Metcalfe Brown ; 
Chairman of Council : Dr. J. M. Gibson ; Vice-Presidents : Dr. 
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H. C. Maurice Williams, Dr. W. G. Clark, Dr. Andrew Topping ; 
Hon. Treaswer : Dr. C. E. E. Herington. 

Elected Members.—Met. Branch—Drs. F. R. Waldron, F. M. 
Day and Brig. Richmond ; Scottish Branch—Drs. J. Riddell 
and A. J. Reekie ; Welsh Branch—Dr. R. T. Bevan; East 
Anglian Branch—Dr. T. Ruddock-West ; Home Counties 
Branch—Drs. A. Anderson, J. Maddison and F. G. Brown ; 
Midland Branch—Drs. W. R. Martine and T. M. Clayton ; East 
Midland Branch—Dr. J. A. Stirling ; Northern Branch—Dr. 
A. S. Hebblethwaite ; Northern Ireland Branch—Dr. J. B. 
McKinney ; North-Western Branch—Drs. J. S. G. Burnett and 
J. Yule ; Southern Branch, Dr. E. J. Gordon Wallace ; West 
of-England Branch—Dr. R. H. G. H. Denham ; Yorkshire 
Branch—Drs. W. G. Evans and H. L. Settle ; County Borough 
Group—Dr. W. S. Walton ; County Group—Dr. H. K. Cowan ; 
County District Group—Drs. F. A. Belam, G. H. Pringle and 
J. H. Hudson ; Tuberculosis Group—Drs. C. K. Cullen and 
R. M. Orpwood ; School Health Service Group—Drs. A. A. E. 
Newth, H. M. Cohen and C. W. Anderson ; Maternity and Child 
Welfare Group, Drs. Miriam Florentin, Ann Mower White and 
Elspeth M. Warwick ; Scottish Child Health Group—Dr. N. I. 
Wattie ; Fever Hospital Medical Group—Dr. Maurice Mitman ; 
Dental Officers Group—Mr. J. F. A. Smyth, L.p.s. ; Services 
Hygiene Group—Dr. G. M. Frizelle, Maj.-General T. Young, 
and Dr. H. D. Chalke. 

Elected under Article 19 (d).—Prof. C. Fraser Brockington, Drs. 
J. Fenton and Hugh Paul. 

Elected under Article 19 (c).—Dr. Frank Gray and W. Woolley. 

Elected under Article 19 ( f ).—Dr. George Buchan, Sir John 
Charles, Sir Allen Daley and Prof. G. S. Wilson. 


Important Matters Dealt with During the Session 

Training of Health Visitors ——Following the preparation last 
year of a memorandum of evidence for presentation to the Working 
Party set up by the Ministry of Health on the Training, Qualifica- 
tions and Conditions of Service of Health Visitors, representatives 
of the Society attended before the Working Party during the 
current session to give oral evidence in its support. At the request 
of the Working Party the Society submitted a further memorandum 
setting out detailed proposals in accordance with general sugges- 
tions made in the memorandum of evidence. 

Diploma in Public Health—The special Committee of the 
Society continued its work during the Session, under the Chair- 
manship of Prof. C. Fraser Brockington, and a memorandum has 
been forwarded to the Ministry of Health and to the General 
Medical Council. This memorandum was published in PuBLic 
HEATH (August, 1954). 

Health, Welfare and Safety in Non-Industrial Employment.— 
The Occupational Health Committee has considered the proposals 
for legislation regarding Health, Welfare and Safety in Non- 
Industrial Employment, and a memorandum has been submitted 
to the Home Office. 

Occupational Health Service.—The Occupational Health Com- 
mittee of the Society has met several times during the Session 
and has forwarded comments to the B.M.A. at their request on 
the conclusions to be drawn from the reports of the Pilot Surveys 
carried out by Medical Officers of Health in certain specific areas 
in the country into the needs for an Industrial Health Service 
in these areas. The Society has made strong representations 
to the Ministry of Labour regarding the omission of the name 
of the Society from the list of organisations invited to appoint 
representatives to serve on the Industrial Health Advisory Com- 
mittee. The Committee will continue to meet during the forth- 
coming session. 

Cost of the National Health Service-—The special Committee 


appointed by the Society to prepare a draft memorandum of 


evidence for submission to the Guillebaud Committee concluded 
its work during the session after a very comprehensive memoran- 
dum had been forwarded to the Committee, and representatives 
of the Society had attended to give oral evidence in its support. 
The Society awaits with interest the publication of the report 
of the Guillebaud Committee. 

Rehabilitation of Disabled Persons.—Following the invitation 
from the Ministry of Labour and National Service the Society 
submitted evidence to the Committee of Enquiry on Rehabilita- 
tion of Disabled Persons. 

Duties of Nurses.—The question of the performance by aurses 
of duties outside their professional scope was the subject of much 
discussion at Council meetings during the session and a repre- 
sentative of the Society attended a Joint Meeting of interested 
bodies at which it was ayreed that the Royal College of Nursing 
should prepare a memorandum incorporating the conclusions 
arrived at at that meeting. A draft of this memorandum has been 
seen by the Council and its contents approved. 

Research Committee—The Research Committee . has met 
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several times during the Session and it has been generally agreed 
that this Committee has a very useful function in relation to 
research projects being carried out in various parts of the country, 
and the assistance of this Committee has been much appreciated 
both by the Ministry of Health and the Medical Research Council. 

Future of Child Welfare Clinics —On the suggestion of the 
Research Committee, the Maternity and Child Welfare Group 
have, through a Study Group, prepared an excellent memorandum 
on the Future of Child Welfare Clinics. It is anticipated that 
this memorandum will be published in Pustic HEALTH and the 
British Medical Journal during January, 1955. 

District Nursing Records.—On the recommendation of the 
Research Committee a small Sub-Committee was set up to con- 
sider the preparation of a suggested common standard of analysis 
of work done by district nurses, so that the statistics which could 
be obtained from such records could be of greater value in 
morbidity enquiries. 

Functions of the Medical Officer of Health—A memorandum 
on the Functions of the Medical Officer of Health has now been 
approved in its final form. Some 4,000 copies of this document 
will be published, and it is intended that a copy should be sent 
to every member of the Society, in addition to a large general 
distribution. 

Training of District Nurses—An invitation was received for the 
Society to present evidence to the Working Party which con- 
sidered the Training of District Nurses. A memorandum of 
evidence was submitted and representatives of the Society 
attended a meeting of the Working Party to give oral evidence. 

World Health Organisation—United Kingdom Committee.— 
During the Session the Council considered the proposed forma- 
tion of a U.K. Committee of the World Health Organisation, and 
as a result of this consideration the Society is one of the sponsoring 
bodies of this Committee which is at present in course otf 
formation. 

Food Hygiene Regulations—Considerable attention has been 
given to the proposals of the Ministry of Food regarding the 
new Food Hygiene Regulations and in this connection the 
Council’s thanks are due for the work of the Standing Committee 
on Food Matters. 

Meat Inspection.—The British Medical Association, the Sanitary 
Inspectors’ Association and the Society have set up a committee 
to prepare a Joint Statement of Policy on the subject of meat 
inspection, following the publication by the British Veterinary 
Association of a memorandum suggesting that meat inspection 
should no longer be a Local Authority function. Discussions on 
this matter are still proceeding. 

Air Pollution ——A memorandum of evidence was submitted to 
the Committee on Air Pollution. The memorandum was pub- 
lished in PuBLic HEALTH in the August issue. 

Venereal Diseases.—-Representatives of the Society and of the 
British Medical Association met in Conference to consider the 
possibility of reaching an agreement on a common policy in 
relation to Venereal Diseases. As a result of this conference a 
joint statement of policy was issued (PusLic Heattu, August, 
p. 187) and a communication was addressed to the Ministry ot 
Health accordingly. 

Mental Illness and Mental Deficiency.—During the Session the 
Society received an invitation from the Royal Commission on 
Mental Illness and Mental Deficiency. The Council is at present 
considering the preparation of a memorandum on the Law 
relating to Mental Illness and Mental Deficiency which it is 
proposed should be submitted to the Royal Commission early 
in the next Session. 

Other Matters considered by the Council during the Session 
included : Children with Defective Hearing ;_ Investigation 
of Hospital Outbreaks of Puerperal Infection ; Forms of Death 
Certificate issued by Coroners ; Condemnation of Canned Foods ; 
Condemned Meat ; Knackers’ Yards—Model Byelaws ; Fluori- 
dation of Water Supplies ; Employment of Persons Suffering 
from Tuberculosis ; Accommodation for Medical Inspection in 
Schools ; Cruelty and Neglect of Children ; Civil Defence ; 
Training of Mental Welfare Officers ; Certificate of Fever 
Nursing ; Certification of Blind and Partially Sighted Pupils ; 
Nursing of Tuberculous Patients ; Slaughtering of Animals ; 
Dental Health of Children ; Abolition of the Fever Register. 

Standing Committee for Food Matters.—In addition to the above 
matters the Standing Committee for Food Matters is dealing with 
several enquiries from the Ministry of Food and is continuing to 
give considerable assistance to the Council in carrying out its 
duties in connection with food. 

The Retiring President 

Dr. C. Metcalfe Brown, the retiring President, has helped the 

Council in many ways during the past Session, and the Society 
(Continued on page 6%) 
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The Society of Medical Officers of Health 


(COMPANY LIMITED BY GUARANTEE) 


BALANCE SHEET 


At 30th September, 1954 


1953 1954 1953 1954 
k SpecIAL FuNDs— INVESTMENTS AT Cost— 
Mr. Berridge’s Bequest 4,000 0 0 £650 34% War Loan... 659 9 6 
Dr. Neech’s Gift 150 0 0 £320 16s. 7d. 239, Con- 
4,150 4,150 0 solidated Stock ... 
; : £500 34% Conversion Stock 511 13 3 
£500 Birmingham 3°, Stock 
AccUMULATED INCoME— 1956-58... 09 9 6 
Balance, 30th September, £4,744 17s. 0d. 3% Savings 
1953 4, 4,484 9 2 Bonds 1960-70 ... 4,744 17 O 
Less Excess of Expendi- £1,500 3% Savings Bonds 2 
ture over Income for 3965-75... 150 0 
the vear ended 30th £524 2s. 10d. Brit. Elec. 3°, 
September, 1954 706 14 6 Stock 1968-73 . 500 0 0 
4,484 3,777 14 8 8,675 
Market VALuE— 
— 
30th September, 1953 7,833 0 0 
Ss 95 8,40 
Balance 30th September, 
1953 74 0 
Add Income for year... 5 5 
FURNITURE AND OFFICE 
EQuIPMENT— 
, Valuation 30th June, 1948, 
CURRENT LIABILITIES— plus additions at cost 1,569 15 7 
Bank Overdraft 59°95 Less Depreciation and 
Sundry Creditors ... 1,489 0 8 amounts written of 
Journal Subscriptions (un- 362 ae 446 10 2 
expired) ... 30 0 
Subscriptions Received in 
Advance ... 300 0 0 30 STATIONERY STOCK AT Cost 100 0 0 
1,171 1,878 5 9 
SunprRY Deptrors AND Pay- 
su9 MENTS IN ADVANCE 651 10 8 
Herincton, Hon. Treasurer. .BALANCES— 
3 ~ Cash in hand 1115 4 
S. R. Bracc, Administrative Officer. 
£9,879 9,885 5 5 “9,879 9,885 5 5 


REPORT OF THE AUDITORS TO THE MEMBERS OF THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 


We have obtained all the information and explanations which, to the best of our knowledge and belief, were necessary for the 
purpose of our audit. In our opinion, proper books of account have been kept by the Society so far as appears from our examination of 
those books. We have examined the above Balance Sheet and annexed Income and Expenditure Account which are in agreement with 
the books of account. In our opinion, and to the best of our information and according to the explanations given to us, the said accounts 
give the information required by the Companies Act, 1948, in the manner so required, and the Balance Sheet gives a true and fair view 
of the state of the Society’s affairs as at 30th September, 1953, and the Income and Expenditure Account gives a true and fair view of 
the deficiency for the year ended on that date. 


GREENE, CLEMENTS & Co., 
Chartered Accountants. 
20, Bloomsbury Square, a 
London, W.C.1. 
30th November, 1954. 
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INCOME AND EXPENDITURE ACCOUNT 


For the Year ended 30th September, 1954 


EXPENDITURE 
1953 1954 
PREMISES— 
Insurance & 7 
ll Lighting and Heating os 10 4 5 
57 Cleaning and Maintenance 58 7 6 
Office Furniture and 
46 Equipment Depreciation 60 7 O 
STAFF— 


Executive Secretary (in- 
cluding Pension Con- 


161 tribution) 50.0 0 

1,869 Office Staff and National 

94 Pensions ... + ae 79 10 0 


GIST 


GENERAL— 
100 Roll of Members Printing 100 0 0 
General’ Printing and 


205 Stationery 203 1 3 
211 Postage and Telephone .. 269 8 2 
197 Miscellaneous Expenses... Is}. 3. 3 
45 Library ... 28 
42 Auditors’ Fee... 42 0 
814 Travelling Expenses 1,012 11 3 
5 Neech Prize 5 5 
100 Dinner ... 80 12 9 


PRODUCTION OF JOURNAL 
(for receipts see 


1,528 Printing om .. 1,429 6 8 
37 Reprints Pe Fe 42 8 3 
250 Editor ... cs 250 0 0 
19 Editorial Contributions 32 4 
200 Clerical Assistance ... 250 0 0 
12 Libel Insurance 2 5 8 
214 Postage “es. 


2,242 13 9 


PROPORTION OF Swusscrip- 
TIONS Paip To— 


252 Branches 301 9 O 
344 Groups wan eo 316 15 9 
£7,220 £7,515 14 9 


INCOME 
1953 1954 
4,943 SUBSCRIPTIONS 5,172 9 11 
INCOME RECEIVED FROM IN- 
170 VESTMENTS (less Tax)... 145 16 8 
ACCRUED INTEREST RECEIVED 
on Sale of 2$% Defence 
5 Bonds (less Tax) ... 
JouRNAL AccouNT— 
Sales and 332.17 0 
Reprints ... ai 32 16 2 
Advertising (Net). 1135 6-6 
1,487 1,490 13 5 
Balance: Being Excess of 
615 Expenditure over Income 706 14 6 
£7,220 £i, 515 14 9 


Annual Report of the Council (continued from page 67) 

will be glad to know that Dr. C. Metcalfe Brown has been 
appointed the Chairman of Council as from October ist, 1954. 
Administration of the Society 


Dr. F. Hall, formerly County Medical Officer, Lanes C.C., 
was appointed Medical Secretary of the Society and commenced 


his duties on April Ist. As Medical Secretary Dr. Hall will 
devote a sufficient amount of his time to enable him to undertake 
the general supervision of the work of the Society, to attend main 
committees and to prepare, where necessary, draft memoranda 
and reports. 

Mr. S. R. Bragg, the Administrative Officer, will continue to be 
responsible to the Council for the administration of the Central 
Office and for the correspondence of the Society. 
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(Concluded from page 69) 
Finances of the Society 


In order to meet the additional financial commitments in con- 
nection with the above appointment it was decided to increase 
the subscriptions of the Society by 10s. 6d. as from October Ist, 
1954, 


Size of Council 

In accordance with the resolution passed at the Annual General 
Meeting held on December 11th, 1952, the size of the Council 
has been reduced as from the commencement of the Session 
1954-55. Branches and Groups are now entitled to one representa- 
tive each, with a second representative where the membership 
reaches 300, and a third representative where its membership 
exceeds 600. 

This has meant a reduction of approximately nine in the 
number of Council members. 


Central Office Staff 

The Council has pleasure in placing on record its grateful 
thanks to Dr. Frederick Hall, the Medical Secretary, Mr. S. R. 
Bragg, the Administrative Officer, Mr. G. L. C. Elliston, the 
Editor, and all the staff at the Central Office for their efficient 
conduct of the administrative affairs of the Society. 


REPORT OF THE HONORARY TREASURER 


I beg to submit the audited accounts of the Society for the 12 
months’ period ended September 30th, 1954. The Income and 
Expenditure account for this period shows that excess of expendi- 
ture over income amounted to £706 14s. 6d., an increase of £91 
over that of the previous year. This increase was foreseen when 
administrative changes in the Society’s Central Office were made 
half-way through the session. This additional expenditure will 
be covered by increased income to be obtained from the higher 
rates of membership subscription which came into operation on 
October Ist, 1954, and which will not appear in the accounts 
until next year. There are, therefore, in the accounts amounts 
representing planned additional expenditure over a period of six 
months (approximately £300) not offset by amounts representing 
increases in income. When all the increases are in operation the 
estimated income will be adequate to meet foreseeable expenditure. 

An analysis of the figures shows that after making allowance 
for the above-mentioned £300 and for the fact that £100 of the 
expenditure incurred for the last publication of the Roll of 
Members (originally incurred in 1952) is being written off in this 


year’s accounts, a figure of £306 14s. 6d. is arrived at which ° 


compares favourably with the estimate of £335 made in my last 
Annual Report. 

The following are comments on the individual items under the 
headings shown. 
Expenditure 

A. Premises.—The amount charged to the accounts for depreci- 
ation of Office Furniture and Equipment has been increased by 
approximately £14 to allow for items of equipment purchased 
during the year. 

With other minor changes there is a net increase of £15. 

B. Staff.—Expenditure on Staff salaries, Pensions and Insur- 
ance, has increased by approximately £62, much of the additional 
item of £210 for Dr. Hall’s honorarium being offset by savings 
in respect of Mr. Elliston’s salary and reductions in the net cost 
of clerical assistance and pension payments. 

C. General.—The cost of Postage and Telephones shows an 
increase of £58 reflecting the increased telephone charges, the 
great increase in the work of the Central Office, and the recruiting 
drive which has been conducted during the year. A book adjust- 
ment in respect of a balance carried forward in the accounts each 
year in respect of expenditure incurred but not met accounts 
for £29 of this apparent increase. Miscellaneous expenses have 
decreased by £6, expenditure on Library account is down by 
approximately £17. The cost of members’ travelling expenses, 
etc., has increased by approximately £200, due to the changes 
referred to in my introductory paragraph and to the large number 
of special committees set up during the year to deal with govern- 
ment enquiries. The net cost of the Annual Dinner held in 1953 
was £20 less than that held in 1952, 

There is therefore a net increase in cost of £214 in this section. 

D. Production of Fournal.—The cost of printing the journal 
and reprints was reduced by approximately £95, payments for 
éditorial contributions were increased by £3, the amount allocated 
in the accounts for clerical assistance has been increased by £50 
to allow for the increased amount of work on the journal dealt 
with at the Central Office and the cost of postage has increased 
by £22 (proportionate to the increase for general postage and 
telephone and to the larger circulation). ‘The total expenditure 
incurred in producing the journal has therefore decreased by £18. 
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E. Branch and Group Grants.—The allocation of membership 
subscriptions to Branches and Groups has increased by £22 due 
to additional payments to two Branches. 

The over-all increase in expenditure during the year therefore 
amounted to £295, 


Income 


A. Income from Subscriptions—The Income from Membership 
Subscriptions has increased by £229 as compared with that shown 
for 1952-53. Members will recall, however, that there was an 
amount of £136 income from this source which did not appear 
in the accounts for that year. The actual increase therefore is 
approximately £93 reflecting the larger membership and the very 
small number of members in arrear at the end of the session. 

B. Income from Investments.—Income from investments is down 
by £29, following the sale during 1953 of £2,000 24° Defence 
Bonds. 

C. Journal Account.—Income from Sales and Subscriptions 
shows a decrease of £16, from Sale of Reprints a reduction of 
£3, and from advertising an increase of £23. The over-all income 
on the journal account therefore shows a net increase of £4. 
Taking this increase with the decrease in expenditure already 
referred to, the net cost of producing the journal was £22 less 
than in the previous year. 

The total income of the Society for 1953-54 is therefore greater 

by £204 than that for 1952-53. 
_ The result of this year’s working shows a very gratifying 
improvement and now that membership subscriptions have been 
raised I feel sure that notwithstanding the increased expenditure 
no further calls on capital should be necessary. The Society 
must retain a working capital and unless it is absolutely unavoid- 
able it should not be allowed to fall below the present figure. The 
market value of our securities has much improved during the year 
as can be seen from the Balance Sheet but it is still very much 
below their value at purchase. 

I feel sure that in recording my appreciation of the loyal and 
efficient manner in which the staff have carried on during the 
year I am expressing the opinion held by all the members of the 
Society. 


REPORT OF THE EDITOR OF “ PUBLIC HEALTH” 


I beg to report on Volume 67 of PusLic HEALTH, that is the 12 
issues from October, 1953, to September, 1954, inclusive. The 
number of editorial pages was 202 compared with 200 in Vol. 66 
and 206 in Vol. 65. With the continuing restriction on space 
imposed by present-day production costs it is difficult to make 
the improvements which one would like ;- but one for which I 
would like to ask the Hon. Treasurer’s early concurrence would 
be in the quality of paper used for the journal. I should again 
like to express my gratitude for the reports sent in by Branch 
and Group honorary secretaries and for their patience over delays 
in publication and the abbreviations to which I subject their 
contributions. 

G. L. C. ELListon, 


December, 1954. Editor of Pusiic HEALTH. 


Senior Medical Officers, Division of Mental Hygiene, New 
South Wales Department of Public Health, Australia. 


Applications are invited for the above positions. Salary: 
£Ar,750 per annum, Applicants must be legally qualified 
Medical Practitioners. The selected applicants may be 
appointed to one of the following Mental Hospitals: Callan 
Park, Rozelle; Gladesville; Rydalmere; Psychiatric Clinic, 
Broughton Hall, Leichhardt—Located in Sydney Metropolitan 
Area; Newcastle—Located 107 miles north of Sydney; Stockton 
—Located 3 miles from Newcastle on the coast; Morisset— 
Located 30 miles south of Newcastle; Kenmore, via Goulburn— 
Located 134 miles south-west of Sydney; Orange—-Located 166 
miles west of Sydney. 

Applicants must be in possession of the Diplonia of Psycho- 
logical Medicine or equivalent qualifications. Previous experi- 
ence in a mental hospital in a similar capacity would be an 
advantage. Unfurnished residence available at attractive renta! 
for married appointees; board and lodging available for single 
appointees. First class shipping fares to Sydney of appointees 
and families will be paid. Appointees will be eligible, subject to 
medical examination, to contribute to the State Superannua- 
tion Fund. 

Six copies of applications (together with six copies of testi- 
monials and other supporting documents) should be lodged 
at the office of the Agent General for New South Wales, 56/57 
Strand, London, W.C.2, by January 17th, 1055. No special 
forms of application are available. 
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BEATSON 
MEDICAL 


and the 
DISCERNING 


Recently developed and of modern de- 
sign, the BEATSON MEDICAL fits 
the hand snugly. The vial lip for easy 
pouring has been retained; sediment 
can be rapidly dispersed by shaking. 
With cork mouth or screw neck—white 
enamelled or black plastic caps. 


*% Plain or Graduated 
Cork Mouth or Screw Capped 


BEATSON. CLARK & CO.L 


GLASS BOTTLE MANUFACTURE 


ROTHERHAM Estabiishea /75/ YOR 


NAPT 


THE 
PROTECTION OF 
THE NURSE 
AGAINST 
TUBERCULOSIS 


by 
F. A. H. Simmonds, M.D., B.Chir, D.P.H. 


Medical Director, Clare Hall Hospital, 
Middlesex 


Cloth 10/6 ittustrated 


NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS 


Tavistock House North, London, W.C.1 


When you have a 
Caravan Problem..... 


remember that there is only one organisation 
which is in a position to givé you impartial yet 
authoritative assistance and advice. This is the 
National Caravan Council, which is ready and 
willing on all occasions to co-operate with Local 
Authorities in finding solutions to such problems 
as the maintenance of adequate standards on sites, 
the provision of proper sanitary facilities, health 
precautions, etc., etc. 

If you require a mobile library or dental clinic, 
have it built by a manufacturer on the Council's 
list of Approved Caravan Manufacturers. 

The Council’s brochure, ‘‘ Caravan Sites—A 
Guide for Local Authorities and Operators ’’ and 
the list of Approved Caravan Manufacturers is 
available free of charge from Dept. PHr. ~ 


FOR YOUR RPORMATION Caravan 
Approved by Caravan Council. 


NATIONAL CARAVAN COUNCIL LIMITED 


8 CLARGES ST., LONDON, W.1. — Tel.: GROsvenor 1532. 
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General view of the Serum Concentration Laboratory, 
Wellcome Research Laboratories, Beckenham, England 


CONCENTRATION 


Behind each batch of ‘Wellcome’ Antitoxic Sera is an unparalleled manufac- 
turing experience stretching back to the days when The Wellcome Research 
Laboratories pioneered the production of anti-diphtheritic serum in the British 
Isles. Coupled with this experience has been a policy of unremitting research to 
ensure the pre-eminence of these products. For example, in 1897, a year after 
a special commission had recommended that anti-diphtheritic serum should 
contain not less than 60 units per c.c., the Laboratories were producing sera 
containing 200 units per c.c. By 1900, the figure had risen to 400 units per c.c. 
Today, due partly to a process of enzyme treatment evolved there, it is ten 
times as much. This process is now universally accepted and is applied to the 
following ‘Wellcome’ Antitoxic Sera :—Diphtheria, Gas Gangrene (perfringens), 
Mixed Gas Gangrene, Streptococcus (Scarlatina) and Tetanus. 


‘WELLCOME’ REFINED ANTITOXIC SERA 


Prepared at : 

THE WELLCOME RESEARCH LABORATORIES, BECKENHAM, ENGLAND 
Supplied by : 

BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


Printed by H. R. Grubb, Lid., Croydon, and Pub lished by The Society of Medical Officers of Health, 
Tavistock House South, Tavistock Square, W.C.1. 
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